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Protection 
Through 
PLANNING 


There is widespread agreement that fluorine is an important factor in preventing 


tooth decay. In “Enziflur’’ Lozenges, this substance is presented as calcium fluoride 
in combination with vitamins C and D... for the planned protection of the teeth 
against caries attacks. 

“Enziflur” Lozenges should be allowed to dissolve slowly in the mouth in order to 
bring the fluorine-bearing saliva in prolonged contact with the surfaces of the teeth. 

Descriptive literature outlining indications, dosages and contraindications avail- 
able to physicians and dentists upon request. 

“Enziflur"” Lozenges (No. 805) are available in bottles of 30 and 100 each. 


& AS AN AID IN THE PREVENTION OF DENTAL CARIES 
AYERST, McKENNA & HARRISON Limited 


22 EAST 40TH STREET, NEW YORK 16, N. Y. 
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long the most widely-used 
x-ray apparatus of its type, the 


100 ma combination radiographic 
and fluoroscopic x-ray apparatus 


is now also, through its new 
automatic MONITOR control, the 
simplest and easiest to operate 


PICKER X-RAY CORPORATION 
300 Fourth Avenue * New York 10, N. Y. 
Waite M'f'g Division Cleveland, Ohio 
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in favor of 


Desoxyn 


TRADE MARK 
(d-DESOXYEPHEDRINE HYDROCHLORIDE BBOTT) 


«+... over other sympathomimetic amines in producing 
euphoria and stimulation of the central nervous system 
are these points of superiority claimed by investigators*: 


SMALLER DOSAGE 


. potency of d- 
desoxyephedrine 
is greater, weight 


QUICKER ACTION 


. . . onset of effect 
is more rapid!.2— 
in 20 to 60 min- 
utes with oral dose; 


for weight; conse- (¥) 
quently smaller Gh 


dosage is required 
to aécomplish the 
desired effects.!,2.6,7,8 


almost at once intra- 
venously; from 2 to 
10 minutes given 
intramuscularly.4,5 


LONGER EFFECT 


action is more 
prolonged!2,8— 
duration of a sin- 
gle dose of 10 mg. 
orally from 6 to 
12 hours, in ex- 
ceptional cases as 


long as 36 hours. 


FEWER SIDE-EFFECTS 


. untoward effects 
reported by investi- 
gators have been 
minimal.!3 With 
the correct dosage, 
of Desoxyn properly 
used, toxic effects 
very rarely occur. 


DESOXYN TABLETS, 2.5 mg. and 5 mg. a ELIXIR, 20 mg. per 
fluidounce (2.5 mg. per fluvidrachm) ” AMPOULES, 20 mg. per cc. 


Abbott Laboratories * NORTH CHICAGO, ILLINOIS 


*BIBLIOGRAPHY: 1. Ivy, A. C., and Goetzi, F. R. (1943), War Med., 3:60, 
January. 2+ Davidoff, E. (1943), Med. Rec., 156:422, July. 3. Dodd, H., and 
Prescott, F. (1943), Brit. Med. J., 1:345, March 20. 4. Dodd, H., and Prescott, F. 
(1943), Surg., Gynec. & Obst., 77:645, December. 5. Prescott, F. (1944), Brit. 
Heart J., 6:214, October. 6+ Simonson, E., and Enzer, N. (1942), J. Indust. Hyg. 
& Toxicol., 24:205, September. 7. Richards, R. K. (1941), Pharmacologic Records 
of Abbott Laboratories (unpublished). 8. Foltz, E. E., Ivy, A. C., and Barborka, C. J. 
(1943), J. Lab. & Clin. Med., 28:603, February. ° 
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Each member of the American Medical Women’s Association is entitled to 
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“ACCEPTED” FACTS 


Carnation Evaporated Milk is an es- 
pecially suitable milk for infant feed- 
ing and for bland and special diets. 
It is: 

HEAT-REFINED—forming fine, soft, 
flocculent, low-tension curds. 


Here is a merry-go-round of milk . . . an endless HOMOGENIZED—with butterfat mi- 
nutely subdivided for easy assimila- 
tion. 


fill of good Carnation Milk from the cylinders above. FORTINED—containing pure crystalline 
Automatic sealing completes the cycle . . . with the eae oe 
double.checki individual STANDARDIZED—for uniformity in 
vigilant operator double-checking each individua 
closure. Scientific sanitation guards every step in the STERILIZED—after hermetic sealing, 
Carnation production line—with uniform high qual- 
ity the end result. . . . Carnation Evaporated Milk, 
now fortified with pure crystalline vitamin D,, is at 


last in adequate supply from coast to coast. 


procession of bright cans, drinking their measured 


Contented 
Cows” 
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Fitting palatability 
Minto ligh wrotein diets 


Swift’s Strained Meats 


Prepared originally for infant feeding 
now used extensively 
for special diet cases 


Lean meat —strained 
fine enough for tube-feeding 


Swift's Strained Meats, developed orig- 
inally for feeding to young babies, are 
prepared from selected, lean U. S. Gov- 
ernment Inspected Meats. They are care- 


Good food plays a psychologically as well as a 
physiologically important part in aiding recovery. 
This is one reason so many doctors are now using 
Swift’s Strained Meats for patients on high-protein, 
low-residue diets containing chemically and physi- 
cally non-irritating foods. Swift’s Strained Meats 
provide a palatable, natural source of complete, 
high-quality proteins, B vitamins and minerals for 
patients whose condition prohibits the use of meats 
prepared in the ordinary manner. Each of the six 
kinds: beef, lamb, pork, veal, liver and heart, offers 
a tempting, distinctive meat flavor more readily 
accepted by patients, even when normal appetite is 
impaired. 


1 
We will be glad to send you further informa- I 
tion about Swift's Strained and Swift's Diced | 


fully trimmed to reduce fat content to a 
minimum. The meats are slightly salted and strained 
so fine they will pass through the nipple of a nurs- 
ing bottle . . . may easily be used in tube-feeding. 
Corivenient to use—especially for patients at home 
—Swift’s Strained Meats are ready to heat and serve! 
Each vacuum-sealed tin contains 3/2 ounces of meat. 


Swift’s Diced Meats—tender, juicy cubes 


For soft, smooth, high-protein and low-residue 
diets, these small cubes of lean meat offer new con- 
venience and appetizing variety. Swift’s Diced 
Meats are tender juicy pieces of meat, easily mashed 
into smaller particles if desired. 5 ounces per tin. 


Meats with samples. Write Swift & Com- 
pany, Dept. BF, Chicago 9, Illinois. 


All nutritional statements made in this 
advertisement are accepted by the Council 
on Foods and Nutrition of the American ® 

Medical Association. 


SWIFT & COMPANY + CHICAGO 9, ILLINOIS 
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‘a. Whe nature functioning at her 


Dysmenorrhea due to insufficient corpus 


ateum hormone not only is alleviated but may be prevented 
by the judicious use of PRANONE. PRANONE (orally 
active progestin) simulates nature functioning at her best. 
Taken for eight to ten days prior to menses, PRANONE 
furnishes a progestational effect which often results in pain- 


less menstruation. 


(anhydrohydroxy-progesterone) 


Unlike most sedatives, PRANONE Tablets act physiologi- 
cally and do not invite habituation even after long continued 
use. In many patients, PRANONE helps regulate endocrine 
dysfunction permanently, the menses remaining symptomless 
aiter therapy. 

PRANONE Tablets of 5 or 10 mg. once or twice daily for 
€ to 10 days preceding menses. Available in boxes of 20, 40, 100 


and 250 tabiets. 
Trede-Mark PRANONE— Reg. U.S. Pat. 


‘<< CORPORATION BLOOMFIELD, NEW JERSEY 
3 7 IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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for the patieni | 
with distressing urinary symptoms 


The prompt symptomatic relief provided by Pyridium is extremely gratifying to the patient 
suffering from distressing symptoms such as painful, urgent, and frequent urination, nocturia, 
and tenesmus. 

Pyridium, administered orally in a dosage of 2 tablets t.i.d., will promptly relieve these 
symptoms in a large percentage of ambulant patients, thereby permitting them to pursue 
normal activities without undue discomfort. 

Since Pyridium acts directly on the mucosa of the urogenital tract, this important effect is 
entirely local. It is not associated with or due to systemic sedation or narcotic action. 

Therapeutic doses of Pyridium may be administered with little fear of serious toxic effects 
throughout the course of most cases of cystitis, pyelonephritis, prostatitis, and urethritis. 

Literature on request. 


weve PYRIDIUM 


(Phenylazo-alpha-alpha-diamino-pyridine mono-hydrochloride) 


| 
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MERCK & CO., Inc. RAHWAY, N.J. 


In Canada: MERCK & CO., Ltd. Montreal, Que. 
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The medication of choice in 
TOPICAL CHEMOTHERAPY 


Manufacturers, 
Newark J. 
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OTOLOGIC INFECTIONS 


ANALGESIC: Prompt, effective—without impaired 
sulfonamide activity. 


WIDE FIELD: Effective in BOTH acute AND chronic 
otitis media—fungicidal action in otomycotic infection. 


ADJUNCTIVE: A valuable aid to systemic therapy—often 
reduces need for intensive systemic sulfa medication, thereby 
averting untoward or toxic reactions. 


HIGH DIFFUSION: Penetrates infected tissues without 
harmful effects to living tissues. 


PHYSIOLOGICAL DEBRIDEMENT: Promotes drainage and 
removal of necrotic debris. 


a 


POTENTIATION: Enhanced antibacterial potency. 


White’s Otomide is composed of 5% Sulfanilamide, 
10% Urea (Carbamide) and 3% Anhydrous 
Chlorobutanol in a specially processed glycerin vehicle 


of unusually high hygroscopic activity. Supplied ir 
dropper bottles of 14 fluid ounce (15 cc.) 


TOPICAL OTOLOGIC CHEMOTHERAPY 
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... lo relieve the shain of 
CHRONIC IRREGULARITY 


HEN frequent aberrations of the menses suggest that normal 
function has overstepped the bounds of physiologic limits 
—the physician is often confronted with a condition which 
proves highly distressing to the patient. 


For such cases (as in amenorrhea, dysmenorrhea, menorrhagia and 
metrorrhagia), many physicians rely on Ergoapiol (Smith) as the 
emmenagogue of choice. By its unique inclusion of all the alkaloids 
of ergot (prepared by hydro-alcoholic extraction}, and synergized by 
the presence of apiol, oil of savin and aloin—Ergoapiol provides a bal- 
anced and sustained tonic action on the uterus, affording welcome 
relief in many functional catamenial disturbances. It produces a de- 
sirable hyperemia of the pelvic organs, and stimulates smooth, rhyth- 
mic uterine contractions. Ergoapiol also serves as an efficient hemo- 
static and oxytocic agent. Dosage: 1 to 2 capsules 3 to 4 times daily. 
Write for your copy of the new 20-page brochure 
“Menstrual Disorders—Their Significance and Symptomatic Treatment” 
Ergoapiol is supplied in ethical packages of 20 capsules. 


ERGOAPIOL 
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THE LANTEEN DIAPHRAGM is rigid in one plane, therefore easy to place. When largest com- 
fortable size is fitted, if entering rim lodges against cervix, trailing rim 
cannot be forced into pubic arch. 


Lanteen jelly has three important advantages: 


1. Reliable... spermicidally effective. 
2. Tenacious in its viscosity. 


3. Non-irritating . . . Non-toxic. 


Offered only through the medical profession. Complete 
package sent physicians on request. 
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continuous 
symptomatic relief 
in 

allergic disorders 


®@ Relief from allergic symptoms usually follows 
within twenty to thirty minutes after the oral 
administration of Pulvules Amesec and persists for 
several hours. Nocturnal attacks may be avoided 


or mitigated by taking advantage of the timed- 


disintegration feature of ‘Enseals’ (Enteric-Sealed 
Tablets, Lilly) Amesec. One pulvule and one of the 
‘Enseals’ Amesec are taken at bedtime. The pulvule 
disintegrates promptly and controls symptoms 

for the ensuing three or four hours. ‘Enseals’ are 
timed to disintegrate in from four to seven hours. 
Thus, the medication is released at approximately 
the time at which the therapeutic effect of the 
pulvule is exhausted. 

PULVULES AMESEC 


.. . for prompt relief of asthma, hay fever, migraine, 
allergic rhinitis, hypotension, coryza, dysmenorrhea. 


ENSEALS AMESEC 
.. . for delayed action, to avert nocturnal symptoms. 


Foumula 

Pulvules and ‘Enseals’ Amesec contain: 

XS Ephedrine Hydrochloride ....... 3/8 gr. 
‘Amytal’ (lso-amyl Ethyl! Barbituric 
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Fifth Congress of the Medical 


Women’s International Association 


AMSTERDAM, HOLLAND—JUNE, 1947 


FOREWORD 


The Fifth Congress of the Medical Women’s International Association is now over. 
It has been a wonderful experience to meet and talk with women physicians who have 
endured six long years of war, but who are looking forward with sincere zeal to their 
share in the task of rebuilding this war-torn world. The contacts made possible by this 
meeting should surely be of value in increasing international understanding and good will. 

The theme of the Congress was: The Responsibilities of Medical Women in the Re- 
construction of the Post-War World. Because the papers presented contained valuable 
information which should be available to others, the Editors are devoting this number 


of the JouRNAL to their publication. 


EDITORIALS 


women are never privileged to prevent dis- 
aster but are always called on to help in the 
réconstruction. 


[ Is TRUE that, as an old Chinese proverb says, 


No reconstructed society can ever be built on 
unreconstructed individuals and, therefore, I wish 
to stress the importance of the attempt to spread 
good mental hygiene throughout the land from 
the cradle through middle life. More and more 
we realize the insecurity of the individual, based 
on a feeling, true or imaginary, of being alone 
and helpless in a hostile world. 

A challenging book recently published in Amer- 
ica, “Modern Woman, the Lost Sex”, by Ferdi- 
nard Lundberg and Maryina F. Farnham, starts 
out with this same premise. The individual human 
being feels alone in a hostile world and is filled 
with a conscious or deeply unconscious feeling 
of hatred and aggression. He knows not against 
what, and so is a ready victim of organizers such 
as Hitler, Mussolini, Marx, and many others, 
who direct his hitherto undirected hatred into the 
channels of revolution or war. 


I consider it one of our highest functions, not 
merely as women, but as good physicians of 
international caliber to help in the development 
toward maturity of each and every individual who 
comes within the scope of our influence. 

The emancipation of the individual spirit from 
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Apa Cures Rei, M.D. 


fear and anxiety is one of the moral imperatives 
of our enlightened profession and its accomplish- 
ment will surely be a rewarding experience to each 
and every one of us. 


DorotHy We tts Arxinson, M.D. 


If we as women are to do our part in the re- 
construction of the world, we shall have to exert 
more influence, and this we must gain by greater 
activity in every field of social life. The influence 
of women has been deplorably small. This is due 
not only to the aggressiveness of the male but 
also to social apathy and lack of interest on the 
part of women themselves. The Chinese proverb 


quoted above is very true. It shows that we ° 


women have remained in the background. In the 
future we must take the initiative. We must 
pledge never to lend our intellectual capacities to 
the preparation for another war. Marie Curie 
would never have participated in the preparation 
of the atomic bomb. Because women bear life, 
they have greater respect for it. 


This meeting here is a happy augury. It shows 
we are becoming aware of our shortcomings. The 
means of saving this world—where things now 
look so ominous—lie not outside but within our- 


363 


364 


selves. The bricks for the building of a better 
world are here. Let us build wisely and well. 
—A. C. Ruys, M.D., President, 


Medical Women’s International Association 


ANNA C. RUYS, M.D. 


NNA CHARLOTTE Ruys was born in 1898, 
A in a small village in the Netherlands, the 

eldest daughter in a family of eight child- 
ren. She attended the primary school in the vil- 
lage and the high school in a neighboring small 
town, and later the medical schools of the Univer- 
sities of Utrecht and Groningen. After obtaining 
her license to practice in 1924, she became as- 
sistant in the Institute of Tropical Hygiene (Dir. 
Prof. Dr. W. Schiiffner) in Amsterdam, and re- 
ceived her doctor’s degree in 1925 after complet- 
ing her thesis on rat bite fever. She then be- 
came an assistant in the Department of Bacteri- 
ology and Hygiene (Dir. Prof. Dr. J. J. van 
Loghem) of the University of Amsterdam, until 
1929. In 1926 she helped to organize the first 
courses for public health and she was the first 
doctor to receive a Dutch Diploma of Public 
Health. In 1929 she became the head of the 
Municipal Public Health Laboratories of Am- 
sterdam, a position she still holds. This labora- 
tory does diagnostic routine work in bacteriology 
and serology. Dr. Ruys has carried on research 
work on leptospirosis, bovine tuberculosis, gonor- 
thea, typhoid, dysentery, psittacosis, and anaero- 
bic and other infections. In 1940, a few weeks 
before the outbreak of war, she was appointed 
as part time professor in the microbiology of in- 
fectious diseases at the University of Amsterdam, 
where she taught bacteriology and epidemiology 
until February 1943. In 1944 she was dishonor- 
ably dismissed by the German authorities because 
she refused to teach students who were Nazis or 
their sympathizers. In February 1945 she was 
taken prisoner by the Germans because she was 
connected with a group operating a wireless trans- 
mitter for the Allied intelligence service. She was 
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Anna C, Ruys, M.D, elected President of the 
Medical Women’s International Association at its 
Fifth Congress in Amsterdam, June 1947. 


freed when the Germans surrendered in May. 
After the war she married a Dutch writer and 
producer of plays who is now director of the 
Amsterdam Theater Company. 

In 1938 Dr. Ruys made a trip to the Dutch 
East India islands, Java and Sumatra. In 1946 
she visited a number of English laboratories as 
a guest of the British Council. In the spring of 
1947 she was invited to the United States on a 
travel grant from the International Health Divi- 
sion of the Rockefeller Foundation, where she 
studied medical education and the progress in 
bacteriology and serology since the war. 


Assembly. 


Notice 


The September Journat will carry an account 
of the social activities of the Fifth International 
Congress, as well as reports of National Corres- 


ponding Secretaries, and the report of the General 
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Responsibilities of Medical Women 


IN THE 


Reconstruction of the Post-War World 


I 


REPORT FROM POLAND, HUNGARY, CZECHOSLOVAKIA, 
FRANCE, BELGIUM, AND THE NETHERLANDS 


A. In the Field of International Co-operation: 
Presented by Prof. Dr. A. C. Ruys of the Netherlands 


The report which I have the honor to present 
to you deals with the situation in six countries of 
Europe: three in the eastern part, Poland, Hungary, 
Czechoslovakia; and three in the western part, France, 
Belgium, and the Netherlands. All six have this in 
common, that they were heavily damaged by the 
war which raged in their territories. Five were 
occupied by the Germans and suffered the most 
extreme atrocities of the occupying armies during 
five years, or even more (Czechoslovakia), while 
Hungary became involved only in the latter part of 
the war. The figures which I am able to present 
to you, thanks to the reports of the medical women’s 
organizations from these countries, will show you 
how great are the difficulties with which the people 
in these countries are faced. 

Before discussing the various problems in detail, 
I should like to point out that: 

We have to realize that the conditions prevail- 
ing now in the various countries depend not only on 
the damage caused by the war, but also on the condi- 
tions prevailing before the war. In those countries 
where hygienic conditions were excellent and the 
influence of infectious diseases low, it may be easier 
to regain the prewar level than in those which were 
on the whole more backward in the field of hygiene. 

2. The figures presented in the various reports are 
often incomplete, owing partly to the impossibility of 
collecting exact figures during the war years, and 
partly to the movement of large population groups 
after the war. 


General Situation in the Various Countries 


Death Rate. The death rate increased in all the 
countries concerned. In Poland the population di- 
minished by 1.4 per cent during the war as a result 
of the extermination measures of the Germans. The 
death rate is still very high. In Czechoslovakia also 
it is still very high. In Hungary (figures are from 
three quarters of the country) the death rate was 
1.9 per 1000 in 1946 and 24.5 per 1000 in 1945. 
In Belgium the death rate varied between 13.4 and 
16.1 per 1000 during the war years and was ap- 
proximately 14 again in 1946. Figures from France 
are not available, but an increase is mentioned. In 
the Netherlands the death -rate, which was very 
low before the war (8.6 per 1000) rose to 15.4 in 
1945, and fell again to the prewar level (8.5) in 
1946. Belgium, Hungary, and the Netherlands had 
in 1946 approximately regained their prewar figures, 
which show large differences among the countries 
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concerned. However, this does not mean that health 
conditions have improved also to prewar standards. 
During the war many elderly and sickly people 
died and only the stronger ones survived. 

Morbidity Rates. These invariably show higher 
figures than before the war, especially for the in- 
fectious diseases. Typhus, which was a major prob- 
lem in Hungary, Poland, and Czechoslovakia, took 
no heavy toll in the western countries. Typhoid, 
which is an indicator of general health conditions, 
increased greatly in all countries, perhaps excepting 
France; but figures went down again in 1946, es- 
pecially i in the Netherlands. 

Tuberculosis rose considerably in all countries con- 
cerned, perhaps again excepting France, which be- 
fore the war showed a high incidence of tuberculosis. 
It still remains a major problem in all countries, 
the least in the Netherlands, where the increase has 
been proportionately very high, but where before 
the war the incidence was exceptionally low. In 
1946 the death rate from tuberculosis there had 
regained the level of 1935 (4.7 per 10,000), but 
morbidity rates were still much higher than before 
the war. Venereal diseases increased in all the 
formerly occupied countries. Part of the population 
was infected by the occupying army, another part 
received their infection from the allied troops to 
which they too easily offered themselves. Notwith- 
standing the fact that the war is over and foreign 
troops have gone, the spread of these diseases has 
not yet been stopped, reaching circles which pre- 
viously were seldom infected. 

Birth Rate. In Poland the birth rate is still low 
as a consequence of the terrible destruction of lives 
and material; in the Netherlands it is now exception- 
ally high. 

Infant Mortality. In 1945 this was exceptionally 
high in the three western countries, because of an 
epidemic of toxic diarrhea. In 1946 this epidemic 
had ceased and figures were at the prewar level in 
Belgium (7%) and in the Netherlands (3.86%). 
In the eastern countries the figures have been high; 
in both Poland and Hungary the death rate ex- 
ceeded the birth rate. 


Food Situation. All five previously occupied coun- 
tries suffered more or less from food shortages, 
especially Poland and the western part of the Nether- 
lands, where starvation was extreme. Now, in Po- 
land, Czechoslovakia, and the Netherlands rations 
are sufficient as far as the caloric value goes, but 
the more valuable food (animal protein, fat) is still 
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not available in sufficient quantities or is too ex- 
pensive for the average family. In France rations are 
again insufficient. In Belgium the food situation is 
nearly normal. Hungary, which in the first years 
of the war had no considerable food shortage, now 
suffers much; the milk supply for children in par- 
ticular is quite insufficient. 

Housing Conditions. In large parts of Poland, 
where destruction amounted to more than 80 per 
cent of the buildings, housing conditions are terrible. 
In Hungary, especially in Budapest with 75 per cent 
of its homes damaged, the situation is also very 
difficult; one family of three is entitled to one room. 
In Czechoslovakia one quarter of the holses were 
destroyed by bombing. In the Netherlands 23 per 
cent of the buildings were damaged by war action 
or by inundations, and 10 per cent of the population 
still has no sufficient housing. 

In France the damage is confined to a not too 
large number of towns, and in Belgium the prob- 
lems have already been so far solved that there 
are no really unhygienic living conditions, with the 
exception of those parts of the Ardennes which 
suffered from von Runstedt’s offensive. 

It is easily understood that the absolute lack of 
living room in large parts of Europe promotes the 
spread of infectious diseases, such as tuberculosis, 
diphtheria, and many others; but I think the damage 
to the morale of the people is even more fatal. 
When family life becomes impossible, promiscuity 
is favored and venereal diseases increase, with con- 
sequences to both body and soul. 

Crime and Delinquency. In all the countries of 
Europe which suffered from the occupation, morale 
has been affected, especially among the younger 
people. Everybody knew that lying was often neces- 
sary to save people’s lives; that stealing from the 
Germans was no crime. 


Too many families were broken up because the 
father had either to work in Germany or to hide; 
often the mother had to go out in search for food. 
During months the schools were closed for lack of 
fuel. Children learned to live in the streets. Many 
tried to earn money or food in the black market 
and got accustomed to having relatively large sums 
of money, earned in a much too easy way. In Po- 
land only primary schools were permitted; all child- 
ren’s clubs were forbidden; children often had to 
earn their own living. Now that the war is over 
it is not easy to get the children accustomed again 
to rules of normal living. So the increase in de- 
linquency especially among the youth is not surpris- 
ing. 

Reports from Belgium for 1939-43 show an enorm- 
ous increase, especially for theft (1938—8,123; 1943 
—71,805). The figures for minor crimes were twice 
as high as in 1939. In the French report the de- 
moralizing influence of the occupation army is spe- 
cifically mentioned. 


In Hungary, rehabilitation suffers from lack of 
housing and of schools for reeducation, a problem 
which exists also in many other countries. In the 
Netherlands there is also an increase in delinquency, 
but official figures are still lacking. 


Camps. Of the formerly occupied western coun- 
tries, only in France are there left prisoners of war 
who work as laborers. All foreign troops have re- 
turned home. Reeducation and punishment of politi- 
cal prisoners form a problem in the Netherlands, 
Belgium, and France. From the eastern countries 
no reliable data were obtained. 

Summarizing the reports from various countries, 
the great differences are obvious. In the eastern 
countries, especially in Poland, where devastation 
was most extensive, hygienic conditions before the 


war were less favorable than in the western part of 
Europe; so that it is extremely difficult to regain 
a satisfactory health standard. In Poland, 41 per 
cent of the doctors died, 58 per cent of the dentists, 
40 per cent of the teachers. The lack of intellectual 
people makes rebuilding more difficult. The report 
from Czechoslovakia is insufficient to permit a state- 
ment. Hungary is still partly occupied. Unlike the 
eastern countries the Netherlands presents a more 
reassuring picture. It is astonishing to see how soon 
a people which suffered from extreme starvation 
can regain strength. 

The official death rate may give a little too favor- 
able impression, compared with other countries; 
the visible damage is much less than elsewhere. But 
it must be kept in mind that the death rate gives 
no information on the damage inflicted on the mo- 
rale of a population. This is not so easily estimated. 
Belgium seems to have overcome war difficulties to 
a large extent. France still suffers from economic 
troubles which hamper reconstruction; however, de- 
vastations there are limited, so conditions are much 
better than in eastern Europe. 


Social Insurance and Preventive Medicine 


For the reconstruction of the heavily damaged 
countries much depends on the organization of pre- 
ventive medicine and social insurance which existed 
before the war. If the populations were used to 
certain compulsory measures in these fields it will 
be easier to get them functioning again than to 
initiate them under present difficult circumstances. 
In Hungary, as early as the middle of the last cen- 
tury, compulsory insurance for free medical treat- 
ment for miners became effective. At the end of the 
last and the beginning of the present century a sys- 
tem of insurance for industrial and agricultural 
workers was organized in this country, including sick 
benefits, medical treatment, compensation for in- 
dustrial injury, maternity benefits, pensions for old 
and disabled workers. In the field of preventive 
medicine, the government has also been active. 
There was compulsory vaccination against variola 
and against diphtheria, and a nationwide organiza- 
tion for free treatment of venereal diseases. So it 
is possible to start again with the help of 660 health 
centers and health visitors who are State employees. 
In these centers provision is made for maternal and 
infant welfare, care of school children, prevention of 
tuberculosis and venereal diseases. 

In Poland, health centers are also the pivot of 
public health work, including prevention of infectious 
diseases, maternal, infant, and schoolchild welfare. 
Vaccination against variola is compulsory, and vac- 
cination against diphtheria and tuberculosis (B.C.G.) 
is recommended. Public health work is sponsored 
by the State, but organized by municipalities. There 
is compulsory insurance against sickness and acci- 
dents, and old age benefits for all working people. 

From Czechoslovakia no reports on this subject 
were received, so it is impossible to judge of the 
situation in that country. ; 

In western Europe, social insurance and preven- 
tive medicine are organized by the State (France 
and Belgium) or partly by the State and partly by 
private agencies (the Netherlands). In the last 
named country organization is rather chaotic, the 
preventive work being organized to a large extent 
by private agencies and only incidentally by the 
State or municipalities. These private organizations 
have the advantage that the members are involved 
themselves and so the preventive work is part of 
their own interests; but the government is planning 
better co-operation to prevent duplication of work 
and to obtain better results. 
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Part Played by Medical Women in the Reconstruc- 
tion of Their Countries and of the World 


Great differences exist in the parts played by 
medical women in the various countries. The per- 
centage of women in the medical profession is as 
follows: Poland, 25 per cent; Czechoslovakia, 15 
per cent; Hungary, 10 per cent; the Netherlands, 
10 per cent; France, 5 per cent; Belgium, 1.5 per 
cent. 

In Poland, women doctors have great influence; 
all posts are open to women. There are four full- 
time and five part-time women professors and nearly 
200 women research workers at the universities. A 
women doctor is head of the ministerial department 
for the protection of children and mothers. In 
Czechoslovakia and Hungary, women have officially 
the same rights as their male colleagues, but they 
do not reach the same positions. 

In the Netherlands and France also, women have 
.the same rights as their male colleagues, and on the 
whole the capable ones have no difficulty in obtain- 
ing suitable positions. In the Netherlands, two 
women became professors at the University of Am- 
sterdam. In France, four are professors at the Uni- 
versities of Paris, Strasbourg, Clemont-Ferrand; some 
are head doctors in the hospitals and many are 
assistant doctors or chiefs of clinic, or are employed 
in Public Health Departments. In Belgium, there 
is one woman professor at the University of Brussels, 
but on the whole the women have very little in- 
fluence. 

In all countries concerned, women doctors are 
posted as general practitioners and in nearly every 
specialty, but they show a preference for pediatrics, 
gynecology and obstetrics, psychiatry, ophthalmology, 
and preventive medicine. 

By this preference they have a greater influence 
proportionately on women and children than have 
their male colleagues; but only the Polish report 
gave the impression that medical women had suc- 
ceeded in taking full advantage of this. The re- 
port from Poland gave me the stimulating feeling 
that the Polish medical women play a relatively 
large part in the moral and hygienic reconstruction 
of their country. In other countries they often have 
still to struggle against male prejudice. 

he following countries have medical women as 
representatives in international organizations: 

World Health Organization—None. 

UNESCO—1 Czechoslovakian. 

UNRRA—Belgian and French. 

International Red Cross—1 Czechoslovakian. 

So the influence of medical women in the inter- 
national field is still restricted. 


Special Responsibilities 


The question whether medical women have special 
responsibilities differing from those of their male 
colleagues is answered in the negative in the Hun- 
garian report, in the affirmative in all others. De- 
finitions of these responsibilities, however, are very 
poor. 

I quite agree with the Hungarian opinion that in 
the reconstruction of the world the ideal is that 
men and women should share equal responsibilities. 
However, until now the large bulk of the work has 
been done by men, and the voice of women in the 
international field is only too faint. This is not 
always the fault of the men. I think that women 
are often too timid or have too little self-confidence 
(or perhaps are spiritually too lazy?) to make their 
voices heard. At least, I am sure that only a strong 
effort by the women themselves will make govern- 
ments aware of the forces available among their 
medical women. The preference the women show 
for social work and for the care of children and 
mothers makes them especially adapted to work also 
in the international field of reconstruction. But the 
effort must come from below. The governments will 
certainly follow. 


After having completed my report I received data 
from Austria, which may be briefly summarized as 
follows. 


Austria has approximately 6,500,000 inhabitants 
and is still occupied by the allied forces. It suffers 
heavily from the consequences of the war. However, 
the death rate is now nearly the same as before 
the war (14.2 per 1000), which is rather high. In 
1945, it rose to 23.7 per 1000. In Vienna the new- 
borns shewed a death rate of 7.6 per cent in 1946, 
which is only slightly higher than in 1942. In the 
summer of 1945, 30 per cent of the newborns died. 
The country suffered from severe epidemics of ty- 
phoid, paratyphoid, and dysentery in 1945. These 
were subsiding in 1946, but the figures were still 
high: 5978 cases of typhoid; 2068 of paratyphoid 
B. Tuberculosis is still increasing, syphilis also; but 
gonorrhea is decreasing. 

Food rations have been insufficient since 1945; 
doctors are getting 2200 calories. There is also a 
serious housing shortage, and in March 1947 the 
country still harbored 382,925 displaced persons. 

In, Austria the percentage of women doctors is 
12 (in Vienna, 24). They have less opportunity as 
officials than their male colleagues. They are not 
members of official organizations. 


¢ 


B. In the Field of Social Work:* 
Presented by Dr. Roux-Berger-Blanchy of France 


“Reconstruction of the world” has been taken in 
the sense of “social reorganization”. As a matter of 
fact, the economic and social upheavals, inseparable 
from a conflict such as that of 1939-46, had the 
effect of crystallizing certain latent aspirations, so 
that, in France, since the Liberation a number of 
laws and decrees have been recast and unified, with 
the effect of renewing all previous health legislation. 
These indicate the general orientation of modern 


*This report will be schematic on account of the imposed 
limitation of text. It will be limited to France as answers 
to the questionnaires sent out were received too late for 
inclusion. 
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French medicine and the new tasks of physicians as 
social workers. 

A rapid glance over the past shows that until 
recently medicine had an individual importance. 
The progress of science and of medical techniques 
and the codification of health measures have given 
it now a considerable preventive value and a col- 
lective power, capable of unlimited development 
as to the number of individuals to be reached. This 
power of scientific medicine when collectively ap- 
plied is demonstrated by the fact that during the 
worldwide conflict no serious epidemic occurred. 
Preventive medicine, the care of healthy persons, 
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henceforth takes precedence over medicine merely 
curative. 

The development of an industrial and mechanical 
civilization has created new conditions which justify 
preventive measures; and, further, it has modified 
the social life of the world and has demonstrated 
the interdependence of all. In the social world the 
idea of charity has been replaced by the right to 
reparation for sickness and infirmities acquired in 
the service of the country, and by the adoption in 
general, and more recently in France, of measures 
to provide for the future through the plan of social 
security. 


Role of Medical Women 


In France, and more generally throughout Europe, 
men and women receive the same medical educa- 
tion and when qualified have the same rights in the 
public services. This equality of education and of 
privileges was accorded to the first woman in med- 
icine and antedated by some years the entrance of 
French women into the field of politics. Although 
woman’s field of activity has been and may still 
be limited, this is not because of an actual restric- 
tion of her rights, but results from society’s con- 
ception of the part she should play. Admission of 
women into the armed forces was relatively recent, 
and because of tradition and of maritime regula- 
tions they are still not accepted as doctors in the 
merchant marine service. With these exceptions, 
the rights, functions, duties, and responsibilities of 
medical men and women are identical. Never the less, 
social medicine has a special attraction for women 
and they now hold many posts in the fields of ma- 
ternal and child health, control of tuberculosis, social 
security, and State medicine. In the U.S.S.R., where 
medicine is directed particularly toward social and 
administrative organization, the number of medical 
women is increasing, and now more women than 
men are enrolled in the medical schools of that 
country. 

In France, new trends in medicine are apparent, 
such as industrial medicine, where women are wel- 
comed with some exceptions. They must make them- 
selves fitted for admission to all new fields of med- 
icine, not confining themselves to gynecology and 
pediatrics. Thus, the role of the medical woman 
in the reconstruction of the world should be en- 
visaged in the widest sense. 


The Physician in Public Health 


The entire field of epidemiology and public hy- 
giene together with appropriate legislation, both na- 
tional and international, is to be considered. While 
the State should always be the protector of public 
health, the doctors as technical advisers must be 
the ones to press legislation and then as medical 
inspectors to see that the laws are enforced. A more 
recent development is the sending of special con- 
sultants (in tuberculosis, school medicine, etc.) 
throughout the country, as local counsellors in the 
practical administration of preventive measures. The 
role of the doctor as technical counsellor is of pri- 
mary importance in this administrative side of social 
medicine. Preventive medicine can be directed to 
the individual at various stages of life, to the public 
in general, to groups of individuals engaged in a 
definite occupation, or against one special disease. 
These different activities are all necessarily related. 


Maternal and Child Welfare 


In France, care of the child begins before birth, 
with obligatory examination of the parents (pre- 


nuptial certification), chiefly for the discovery of 
syphilis and tuberculosis, and is continued by ex- 
amination of the mother during pregnancy (at 3, 5, 
and 8 months) and after confinement, the aim being 
to discover dystocias or illnesses which could affect 
the health of the child. Prenatal consultations in- 
clude education of the prospective mother. 

From birth to the age of six years the child is 
kept under supervision; and regular attendance at 
the clinics is encouraged by the giving of premiums. 
This service necessitated the establishment of ma- 
ternal and infant centers. Obligatory medical and 
social oversight is maintained especially for children 
placed with wetnurses or living with foster parents, 
those whose parents receive aid from the State, and 
those whose parents have been convicted of drunken- 
ness or of begging. Special formalities (certificates 
of morality, medical examinations, x-ray examina- 
tions for tuberculosis of members of the family) are 
prescribed for all persons taking nursing babies or 
young children into their homes for more than a 
week. 

The management of day nurseries is carefully 
regulated by law, including all details of equip- 
ment, etc., so as to guard against sickness and ac- 
cidents. The staff and the children are examined, 
especially to protect the children against tuberculosis 
and other infectious diseases. Financial help is given 
to the mothers of families. This maternal and infant 
welfare service is carried on through the co-operation 
of specialists in gynecology, obstetrics, and pediatrics. 


School Medicine 


From the age of six, when the child starts at 
school, until he is able to go to work, he is kept 
under supervision, that is, throughout primary and 
elementary school, technical school, apprenticeship, 
and college. The purpose of this supervision is: 

To — normal development of body and of 

mind. 


To make possible early detection of pathological 
lesions so as to secure early treatment, the 
chief interest being the detection of tuberculosis 
through tuberculin tests, x-ray examinations of 
those giving positive skin reactions, etc. 

To determine the aptitude of the child for physical 
education and sports and to classify accordingly. 

To watch the hygiene of the school and of the 
scholar (vaccinations, prophylaxis in contagious 
diseases, etc.). 

To select children for holiday camps, open air 
schools, etc. 


To adapt deficient, backward, or abnormal chil- 
dren to pedagological discipline and arrange for 
their admission into special classes. 

To participate in vocational guidance. 


To control the health of the teachers so far as 
this would affect the children. 


More recent legislation also calls for periodic 
health examinations, of both children and teaching 
staff, the keeping of a health chart of the child 
from birth, the creation of medical centers at the 
schools, etc. 


Among the chief concerns of the directors of school 
hygiene at present are the insufficient number of 
special classes for backward children; the need for 
more prompt placing of children threatened with 
tuberculosis; the prevention of diseases of the mouth 
and teeth and of disorders of character of boys 
during puberty; poor physical hygiene because of 
lack of soap and clothing during the war; housing 
difficulties; overwork in school; sickness insurance 
of students and of non-salaried workers. 
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Industrial Medicine 


This might better be called “service of the work- 
ing man.” It follows along the lines of school 
medicine, and includes the early detection of disease, 
the determination of the physical capacity of the 
working man or woman, especially of the young 
and of those who are physically unfit, the provision 
of proper buildings, prevention of accidents, etc., 
and in general, improving the conditions of labor. 
The law makes it obligatory to have medical ex- 
aminations when workers are engaged and periodic 
examinations thereafter, more or less frequent ac- 
cording to the state of health at the time of starting 
work, the age, etc. A confidential chart is kept of 
the worker’s health and he is given aptitude tests, 
the results of which are sent to his employer. 

This health work necessitates special education of 
the doctor and full-time employment. It is also 
necessary that he should be independent both of the 
employer and of the wage-earner in his charge. The 
doctor must be informed, although he must hold 
the information confidential, of the processes of 
manufacture, etc., and of any changes which might 
have an effect on the health of the workers. It is 
also necessary to have collaboration between all the 
members of the staff (physicians, chemists, engi- 
neers) for the prevention of industrial accidents 
and of occupational diseases. 

These services for the working man emphasize the 
role of the doctor as technician, as educator, and 
as arbitrator between the employer and the em- 
ployees, between the individual and the group, and 
between the demands of the machine age and the 
physiological limits of man. 


The Fight Against Tuberculosis 


This is based on (1) early diagnosis, early treat- 
mént, and proper placing of the patient so as to 
diminish mortality and prevent spread of the disease; 
(2) preventive treatment by B. C. G. of those giving 
negative tuberculin reactions, and (3) education. 
These are controlled by law. Tuberculosis dis- 
pensaries, diagnostic centers and clearing houses, 
prophylaxis and education of the patient, establish- 
ment of sanatoriums, preventoriums, etc., and the 
placement of exposed children under observation, 
all have their great value. A new element is the 
discovery through systematic periodic x-ray examina- 
tion of many cases of tuberculosis. The efficacy of 
the examination depends upon the strict interpreta- 
tion of discrete foci, latent rather than cicatricial, 
and contagious notwithstanding the absence of tu- 
bercle bacilli in the sputum. A difficult problem 
is the isolation of the arrested case, incurable and 
contagious, in his work, and the return to work, in 
contact with children, of teachers and others who 
are able to work but still may be carriers of infec- 
tion. Vaccination by B. C. G. of susceptible persons, 
eter “gp in adolescence, is a step forward. The 

nefits of Social Security in a long illness permit 
longer periods of treatment and true recovery. Suc- 
cess in the anti-tuberculosis fight depends upon the 
competence of the physician, for which it is necessary 
that phthisiology be recognized as a specialty; upon 
his role as an educator, in co-operation with social 
workers; and upon vaccination and _ prophylactic 
measures. An indirect but prime factor is the 
shortage of housing. 


The Fight against Venereal Disease 
The doctor has always had the aim to place the 


fight against venereal disease under epidemiology 
and not under police coercion. This is now possible 


J.A.M.W.A.—Aucust, 1947 


because of the progress of therapeutic measures, 
though in smaller towns the organization of special 
anti-venereal dispensaries was not successful because 
of the desire of the patients to remain anonymous. 
Society as a whole has understood that prostitution 
should be eradicated, not regulated; and the State 
has delegated its powers to the medical profession, 
which reconciles the interests of the patient and of 
society. It compels individuals in a communicable 
stage of the disease and syphilitic pregnant women 
to undergo treatment. If the patient accepts the 
treatment the physician notifies the health authorities 
of the presence of the disease, but withholds the 
patient’s name. If the patient refuses treatment, 
thereby becoming a menace to the community, the 
doctor is compelled to report his name and he is 
hospitalized. The same method is employed with 
prostitutes and with those who through their work 
may be a danger to others. The doctor is thus 
delegated by the State to discover and control ve- 
nereal disease. Clinics are also maintained. As in 
the case of the anti-tuberculosis fight, the control 
of venereal disease is in the charge of specialists 
and is based on compulsory treatment. 


Cancer Control 


Cancer prophylaxis in the strict sense can be 
applied only to occupational cancer, where the 
cause is known and preventive measures can be 
applied. Advice to the individual to avoid irritations 
cannot be considered as truly prophylactic. The 
only useful measures must be aimed at early diag- 
nosis and early treatment. Associations for the 
control of cancer must work through propaganda. 
In France this is carried on by the Ligue Francaise 
contre le cancer. Propaganda certainly attracts at- 
tention and brings patients to the centers, but also 
brings cancerophobes, those with anxiety neuroses, 
etc., even more than those with real cancers. The 
best education is that done for the family physician, 
teaching him what a cancer is, the necessity of 
early diagnosis and the serious danger incurred by 
delay and by the application of any treatment 
without a positive and precise diagnosis, the necessity 
of a biopsy whenever possible, and the need to send 
patients immediately to a specialist or to a cancer 
center. 


The Fight against Alcoholism 


This is a matter beyond the sole control of the 
doctor. The economic point of view is of primary 
importance. The doctor can point out the physical 
and social dangers of alcoholism but his role as a 
propagandist is ineffectual. 


State Insurance—Social Security 


In France, this organization takes the place of 
social insurance and of private insurance against 
accidents and illness. It insures the worker and his 
family against risks of all kinds which might reduce 
or destroy his earning power, covers the cost of 
child-bearing, etc. It is financed by contributions 
proportionate to the wages, paid half by the em- 
ployer and half by the worker to cover sickness, 
accidents, old age, death, and entirely by the em- 
ployer to cover industrial risks and allocations to 
families. It provides medical care and drugs and 
daily benefits varying according to the illness or to 
temporary or partial disability. The insured person 
has the right to choose his doctor. While social 
security covers only wage earners below a certain 
level, it is expected that eventually the whole nation 
will be included. A wise innovation is the benefit for 
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long illness (as in cases of tuberculosis and cancer). 
In tuberculosis especially this measure is of great 
preventive value, permitting treatment to be carried 
on long enough to produce a cure, and reducing 
the possibility of spread of the disease. 

In many ways, social security plays an important 
part in preventive medicine, which imposes on the 
doctor new duties, such as a knowledge of the human 
being at all ages of life and his reactions in diverse 
activities, utilization of normal aptitudes, and adapta- 
tion when these are congenitally or accidentally 
reduced, supervision of general hygiene, and of 
industrial hygiene, the early discovery of disease, 
and the control of communicable disease. 


The success of preventive medicine depends upon 
(1) the personal role, the doctor who firm in his 
convictions contributes to it by insisting on individual 
health examinations and in his daily practice watch- 
ing for early signs of tuberculosis, cancer, and 
venereal disease; and (2) the doctor in State medi- 
cine. This evolution in the practice of medicine is 
inescapable, but the stumbling-block of over-standard- 
ization must be avoided. With its new duties, State 
medicine must retain the traditional obligations of 
individual medicine. In medicine of the individual 
there must be concern for the State, in State medi- 
cine concern for the individual, and in both con- 
sideration of the respective rights and _ interests. 
The divergencies are often more apparent than real. 


To carry out the essential and interesting tasks 
which she should assume as a social worker in the 
post-war world the medical woman must adapt her- 
self to its disciplines, accede to new medical trends 
and be watchful that the quality of her work and 
her independence and impartiality be safeguarded. 


Replies received after the above report was pre- 
pared: 

Hungary: The organization of social medicine 
(compulsory sickness insurance, maternity benefits, 
insurance against industrial accidents) is similar to 
that in France. Maternal and infant welfare is 
directed by the Institute of National Hygiene. The 
health care of school children is well organized. 

Poland: The same is true of Poland. The differ- 
ence between the Polish and Hungarian organization 
and that of the French and Dutch is that in the 
former medical care and preventive medicine are 
combined at Health Centers, and in the latter they 
are separate. 


Holland: As in France there is social security, 
compulsory insurance, family allotments, the same 
organization of industrial medicine, the same aassist- 
ance to non-insured indigents. A greater latitude is 
permitted to private organizations, such as the “White 
Cross,” “Green Cross,” etc, which seem to function 
as mutual companies and for a long time have been 
frankly directed toward prevention, particularly in 
the fight against tuberculosis and venereal disease, 
and toward maternal and infant care. 

In these three countries, as in France, medical 
women hold various official and private positions in 
social and preventive medicine. 


* 


It is a matter of regret that it was possible to 
present only a small part of the detailed information, 
which unfortunately arrived too late because of the 
short space of time between the choice of the subject 
and the date of this meeting. The report from 
Austria was not received until the work was finished. 


REPORT FROM THE SCANDINAVIAN COUNTRIES: 
Presented by Dr. Zaida Eriksson-Lihr of Finland 


Introduction 


In trying to get an idea of the social structure 
of the Scandinavian countries of today (Denmark, 
Finland, Norway, Sweden) one will find that the 
different countries show many fundamental simi- 
larities, which must be traced to a common historic 
development and to a common so-called Nordic 
temperament, characterized by a marked sense of 
right, liberty, and equality. Against this background 
the four countries have been shaped into their 
peculiar form by the historic, political, and economic 
development of each. And yet the similarity breaks 
distinctly and clearly through in spite of the differ- 
ences, viz., the will to create a truly democratic state 
of the people, a home of liberty on earth. 

Sweden must no doubt be considered the main 
pillar of the northern states. She is the oldest 
independent country of Europe and with her popu- 
lation of 6,763,685 in an area of 410,581 square 
kilometers, is in ‘both respects the first of the northern 
countries. Sweden held in the last great war a singu- 
lar position as one of the few European countries 
which succeeded in remaining outside the world fire. 
Next as to population comes Denmark, with an area 
of only 44,416 sq. km. and a population of 4,045,232, 
and then Finland with about the same number of 


inhabitants, 4,054,000 spread over an area of 337,113 
sq. km. The smallest in respect to population is 
Norway with her 3,123,338 inhabitants in-an area 
of 323,800 sq. km. Denmark and Norway, ancient 
independent countries as well, suffered the cruelties 
and horrors of the war, being occupied by the 
Germans from April 1940 to May 1945. Finland on 
the other hand did not become an independent 
country until 1918. In November, 1939, Finland was 
thrown into a war with Russia lasting for 100 days. 
The war was renewed in 1941-44, when Finland 
ceded to Russia a territory of 42,935 sq. km. con- 
sisting of 12 per cent of the whole area of the 
country. 


Birth Rate. To what extent have the singular 
circumstances caused by the war affected the de- 
velopment of these countries? Let us inspect the 
birth rate: (See Table I). 


As to the number of births we find in all the 
northern countries an increasing tendency during the 
years 1939-1946. The trials of war are most notice- 
able in Norway and Finland. Norway had its lowest 
number of births during the year 1941, Finland in 
1940 and 1942. The birth-rate in Sweden, which 
had steadily risen from the year 1939, shows a 
decrease during 1945 and 1946. 
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TABLE I 
Birth Rate of the Scandinavian Countries 
Born alive per 1000 1938 1939 1949 1941 1942 1943 1944 1945 1946 
Sweden... ... 45.390 | 15.07 | 15.61 | 17.72 | 19.32 | 20.30 | 20.16 | 19.49 
_ “15.91 | 16.28 | 15.46 | 17.61 | 19.0 | 196 |... .)......... 
| 16.9 | 23.0 | 158 | 19.4 | 202 | 281 | 26.0 
TABLE II 
Death Rate of the Scandinavian Countries 
Deaths per 1000 1938 1939 1949 1941 1942 1943 1944 1945 1946 
| | | | 9.91 | 10.18 | 10.85 | 10.73 | 10.41 
Wil | 10.96 | 10.85 | 10.73 | 10.87 | 10.44 
24 | 40 | i189 | 90 | 44 | 128 | 173 | 12.7 | 
TABLE III 
Infant Mortality in the Scandinavian Countries 
Infant mortality rate per 1000 born alive 1938 1939 1940 1941 1942 1943 1944 1945 1946 
Sweden ce “|... | 39.5 | 302 | 370 | 293 | 28.9 | 30.1 | 296 | 63 — 
Finland... oS | 67.8 | 69.7 | 883 | 89.2 | 673 | 495 | 686 | 63. | 57. 


Death Rate. The effects of the war are shown 
in Table II. Whereas the number of deaths in 
Sweden during the years 1939-1946 was slowly going 
down as a result of the rising standard of living 
and the social welfare work, Norway showed a small 
increase in mortality. Finland again, which before 
the war had a higher death rate than the other 
Scandinavian countries as a consequence of a lower 
standard of living, suffered a considerable loss in 
population through the 78,829 war deaths. The 
remarkable decrease in the number of deaths in the 
year 1946 also testifies to the strenuous work in 
fighting mortality despite the hard circumstances. 

Infant Mortality. The infant mortality rate during 
the first year of life reflects the hardships of the war. 
(See Table III). 

Sweden, which as early as 1939 could boast of 
an infantile mortality rate as low as 39.5 during the 
years of the war was able to reduce the same to 26.3, 
(one of the lowest in the world). The infantile 
mortality of Denmark also was reduced from 58 to 
48. Norway, however, showed a rate of 43 in 1941, 
due according to report to the number of children 
with German fathers, followed by a decrease due to 
the extra care extended to mother and child. 

Finland, having the highest infantile mortality 
rate in the North before the war, suffered a further 
increase during the first years of the war, 88.3 in 
1940, reflecting the “Winter War” with evacuation 
of the civilian population from towns on account of 
the bombardments and finally the evacuation of 
the 450,000 Carolians within 10 days in the cold of 
winter, with all the epidemics it caused. The Finnish 
Authorities too endeavored to save the children. 
The evacuees received special medical aid and care, 
in which the women doctors shared; the children re- 
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ceived additional food rations and medicine as well 
as necessary vitamins, sent by the other Scandinavian 
countries, America, and Switzerland; furthermore 
Sweden offered a place of refuge for over 50,000 
children. All these measures produced a reduction in 
the infant mortality in Finland, but the high number 
of deaths in 1944, three times that of Sweden still 
bears witness to the difficulties ahead. 


Effect of the War on Morbidity. As a direct and 
natural consequence of the war an increase in 
morbidity can be found in the Scandinavian coun- 
tries as well as everywhere in the world, particularly 
with regard to infectious diseases and to venereal 
diseases. Thus in Norway during 1942 and 1943, 
11,000 and 13,000 cases of scarlatina respectively 
appear, as against 5,000 cases during previous years; 
while in Finland the number of cases amounts to 
3,000 to 8,000 per year, and in Denmark to about 
10,000. 


Diphtheria shows a tendency to spread and is of 
a pernicious character. 
Norway ~ 72 cases; 1943..22,787 cases 
Finland 1939.. 2,787 cases; 1945..17,404 cases 


Whooping-cough also is spreading in an alarming 
way: 
Norway 1939.. 9,208 cases; 1945..23,737 cases 
Finland 1939.. 4,715 cases; 1945..26,000 cases 
Denmark 1939..37,000 cases; 1945..44,616 cases 
Scabies, too, is spreading alarmingly as an indi- 
cator of unhygienic conditions and inadequate hous- 
ing. 
Norway 1939. .11,048 cases; 76,927 cases 
Denmark 1945. .70, ,683 cases 
Finland 1945. .45, '470 cases 
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Venereal diseases show the increase characteristic 
of war time. 
Syphilis: 
Norway 1939.. 317 cases; 1943.. 2,041 cases 
1945.. 1,332 cases 
Denmark 1939.. 515 cases; 1945.. 3,966 cases 
Finland 1939.. 1,000 cases; 1943.. 5,392 cases 
1945.. 6,436 cases 
Gonorrhea: 


Norway 1939.. 5,616 cases; 1945.. 6,805 cases 
Denmark 1939.. 8,293 cases; 1945. .23,281 cases 
Finland 1939.. 6,669 cases; 1945. .22,833 cases 
1946. .18,665 cases 
(Lex veneris) 
Tuberculosis: 

Norway 1939.. 3,371 cases; 1945.. 4,454 cases 

Denmark 1939.. 2,806 cases 


Norway reports that from 1940 to 1945 the num- 
ber of new cases of pulmonary tuberculosis increased 
by 32 per cent. Taken as a whole the tuberculosis 
mortality has decreased during this century; during 
1944 it was in Denmark only 2.6, after having been 
15 at the beginning of the century. In Sweden and 
Norway it is at present about 5.0. During 1945 it 
was in Finland 14.7 after having been 22.9 at the 
beginning of the century. Thus the present Finnish 
mortality is about six times that of Denmark and 
three times that of Sweden and Norway. 


The Effect of Food Rationing 


The food situation during the war.showed great 
differences in the different countries. Countries 
like Finland and partly Norway needed help and 
Sweden and Denmark gave help. Through the gift 
parcels received and the opportunities to send chil- 
dren to the neighboring countries, where they have 
been taken care of, often during long periods, many 
have had their first experience of international 
friendship and co-operation. 

Both in Norway and in Finland a marked differ- 
ence was observed between the urban population and 
the rural food-producing population. In Finland, 
the townspeople had to exist on nourishment poor 
in protein and fats and had carbohydrates as their 
chief source of calories. At times even this was 
insufficient. In the spring of 1942 there were not 
enough potatoes in the country and at that time 
people began losing weight, often 20 kilos or more. 
In Norway there was a general loss of weight among 
adults in all age groups, a loss of 20 to 30 kilos 
being not infrequently observed. 

Additional rations were given to children and to 
pregnant and nursing women in Norway and Fin- 
land. Sick people also received extra rations and 
in Norway old people also. To heavy workers ad- 
ditional rations were allotted in both countries. 

None of the classical vitamin deficiency diseases 
occurred in these countries. A marked tendency 
towards edema was, however, observed in Norway 
and partly also in Finland. Conditions of hypo- 
vitaminosis C were seen in Finland. Symptoms of 
hypovitaminosis A were reported in Norway in a 
large group of the adult population. A tendency to 
slight anemia was noticed in both countries. In 
Finland the amount of calcium was insufficient be- 
cause of the small ration of milk but during the past 
year calcium has been added to the bread. 

The growth of children was retarded due to gen- 
eral underfeeding in Norway. In Finland, in general, 
the older people have suffered. 

In one respect, however, the changed diet had a 
favorable effect. The frequency of dental caries 
decreased unmistakably in Norway and in Finland. 


Displaced Persons 


Sweden. Some 100,000 refugees have passed 
through Sweden. Most of them, Norwegians, Danes, 
and Finns, have now returned to their own countries. 
About 6,000 Swedish speaking Est@hians settled in 
Sweden. About 32,000 Balts have been incorporated 
into the nation and are employed. Of those 30,000 
who were ill in the German concentration camps, 
about 20,000 have returned to their own countries. 
About 11,000 remain and are in camps. No other 
camps exist in Sweden. They are populated mostly 
by Polish, Hungarian, and Czech Jews. 

Norway. When the war ended there were 141,000 
foreigners in Norway (16,000 Poles, 84,000 Soviet 
Russians, 13,000 compulsory workers, 31,000 persons 
working for the German army, not as soldiers, and 
1,000 German civilians). When hostilities ceased 
all these persons had to be interned in camps, from 
which they have gradually been sent to their home- 
lands. Now there are left in the country about 1,400 
displaced persons (400 non-military Germans, 873 
Poles, and 140 others). The great majority of them 
are working and living in private families. 

Denmark. In May 1945, when the German troops 
in Denmark capitulated, some 220,000 German re- 
fugees and Displaced Persons stayed in the country, 
25,000 of whom were non-German. Those refugees 
and D. P.’s have been one of Denmark’s greatest 
problems after the war, and their care has been an 
enormous burden for the Danish state. The total cost 
per year has been about 200 million Danish Crowns. 
In the beginning the refugees were quartered in 
schools, hotels, and other official buildings, but later 
on most of them were gathered in camps where 
they live in barracks. The German refugees are 
mostly women, children, and old men; a smaller con- 
tingent of younger men (who all had been serving 
with the “Wehrmacht’) has been repatriated to 
Germany. About 6,000 to 7,000 non-German D. P.’s 
are still in the country, and of these about 2,600 to 
3,000 are able to work, the remaining being mostly 
elderly people and children. 

Finland. After the war the greatest Finnish 
population problem is the provision for those 450,000 
evacuated from the territories ceded to Russia 
and from the leased area of Porkkala. This popu- 
lation had to be provided with living quarters and 
means of livelihood elsewhere in Finland. The nation 
has been compelled to divide this new group of 
inhabitants fairly equally all over the country at the 
same time trying to find for the rural population 
homesteads in which they can feel at home, as well 
as land for cultivation. About 50 of the evacuated 
families have already their own farms, either through 
division of larger existing farms or by union of culti- 
vated land and forest severed from several farms. 
80 per cent of the farms still lack buildings. State 
benefits have been paid to those evacuees unable to 
support themselves. Year by year the number of 
those earning their own living is increasing. 


Occupation Troops 


Norway. By the end of the war there were about 
320,000 German troops in Norway. The repatriation 
started almost at once and now only 500 persons 
are left. The 9,000 children born of German fathers 
and Norwegian mothers did not, fortunately, present 
as grave a problem as had been anticipated. They 
are chiefly scattered about the country, mostly living 
with their mothers or the families of their mothers, 
and seem to have been absorbed by the population 
without much difficulty. 

Denmark. All German military formations have 
been withdrawn and only a very few prisoners of 
war are still there. 
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TABLE IV 
Women Physicians of the Scandinavian Countries by Type of Practice 
Sweden Norway Denmark Finland 
Total population... . 6,763 ,685 3,123,338 4,045 , 232 4,054,000 
Total area sq. km.. 410,581 323,800 7 44,416 337,113 
Total Number of Physicians......... 4,141 2,535 | 4,752 1,568 
Total Number of Male Physicians... . i : 3,832 2,332 7 “4,283 1,390 
Total Number of Female Physicians... . . 309 7.5%) 203( 8.0%) 469( 9.1%) 268(17%) 
a. Women in gen. Practice........... 13644. 1%) 153(75.4%) 16034. 1%) 176 65.7%) 
b. W omen in Specialties............... 81(26.2%) 44(21.7% 75(16%) 70(24%) 
d. Women in Teaching............... 7 0 0 3 
e. Women in Medical Missionary Work... 2 a few 5 5 


24 women doctors in Sweden are members of boards (Child Welfare Boards, Social Welfare 
Boards, Education Boards, etc.), 5 doctors are members of State Committees. 13 doctors are 


members of Town Councils. 


Prisoners of war. In Germany there were a total 
of 1,200 Norwegian prisoners of war, four of whom 
died in Germany. 

Persons returning from captivity or deportation. 
About 6,000 Danish citizens were interned during 
the war by the Germans in concentration camps. 
Most of them have now returned and are again 
back in their old jobs. 

Housing 

Sweden. The supply of housing does not meet the 
demand. The scarcity is due to the increase in 
marriages and to improved standards. 

Denmark. There will be during the next 5 years 
a demand for about 140,000 dwellings, 29,000 
yearly. From 1930-1939 there were built 18,000 
dwellings each year but in 1946 only 8,300 dwellings. 
“Norway. After the advance of the Russians in 
Northern Norway, in the autumn of 1944, the Ger- 
mans gave orders for total destruction of the most 
northern country of Norway, Finnmark. Altogether 
12,000 dwellings and 6,000 farms were destroyed 
and 60,000 people made homeless. During the war 
no houses were built for the Norwegian population. 
After the war the housing problem became one of 
the most difficult. It is now planned to reconstruct 
Finnmark according to a 4 year-plan. In the towns 
the situation is all but hopeless, and they have had 
to resort to forced billeting in private homes. 

Finland. There is a scarcity of housing caused by: 
1) destruction of houses through the war, 2) need 
of lodging for evacuees, 3) decline in building ac- 
tivity. In addition to these already mentioned more 
than 100,000 Finns lost their homes in the autumn 
of 1944 in the northern part of Finland, which was 
destroyed by the Germans. Because of the lack there 
is a strict control over housing conditions. In the 
towns and in most places in the country, regulations 
allow one room per person. . 


THE RESPONSIBILITY OF MEDICAL WOMEN 
IN THE RECONSTRUCTION OF THE POST- 
WAR WORLD 
(See Table IV) 


Social Medicine 

Sickness Benefits. Sickness benefits in all Scandi- 
navian countries are voluntary for all unemployed. 
There are private sickness associations with govern- 
ment aid provided they fulfill certain requirements. 

Sweden now has a voluntary sickness insurance, 
which covers two and a half million members. 
In 1946 an obligatory sickness insurance was passed 
by the parliament to become effective July 1950 
compulsory for every one over sixteen. Every Swedish 
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citizen will be entitled to free treatment in public 
institutions for the care of the sick. Certain vital 
medicines will also be free of charge and others will 
be available at half price on presentation of a doctor’s 
prescription. Compensation for medical care will in- 
clude travelling expenses incurred by the patient in 
connection with the visit to a doctor and will amount 
to three-quarters of the total outlay. 

Norway has voluntary sickness benefits for all 
persons between 15 and 70, irrespective of income 
and fortune. The scheme includes the insured him- 
self, his wife, and children below 16. The amount 
of the premium depends upon his income and the 
class in which he is insured. All insured are re- 
funded their expenses to doctor and hospital for the 
same illness up to one year, for special diseases as 
cancer, tuberculosis, and chronic arthritis up to two 
years. 

Denmark has a voluntary sickness benefit for per- 
sons between 21 and 60, below a certain income. 
90 per cent of all Danes are members. They are 
entitled to: 1) free doctor-consultations and visits, 
2) free hospital care, 3) up to % of the cost of 
prescribed medicine, 4) free midwife, and 5) daily 
compensation. 

Finland also has voluntary sickness benefit funds. 
They provide for their members sickness, maternity 
and burial benefits and pensions. They are under 
the supervision of the Ministry for Social Affairs. 
The aggregate membership of sickness and burial 
benefit funds is about 210,000. 

Accident Benefits. In all Scandinavian countries 
there is a compulsory accident benefit for laborers. 

In Sweden, it applies to all wage-earners, including 
all manual workers, white-collar workers, and do- 
mestic workers. 


In Norway those engaged in particularly danger- , 


ous work are entitled to remuneration under the 
Accident Benefit Scheme by the very fact that they 
are insured against sickness. The additional premium 
is paid by the employer. 

In Denmark all employers must have their em- 
ployees insured against accidents. This includes also 
domestic help and some professional hazards. 

In Finland, every person who has undertaken to 
perform manual work for another in return for pay, 
in order to learn a trade under his direction and 
supervision, or directly to lead, supervise, or watch 
such work, shall be insured on behalf of the em- 
ployer. 

Care of the Old and Destitute. In all Scandi- 
navian countries the care of the old and destitute 
has been made compulsory by the State. 


: 
+ 
om 
2 


374 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


In Sweden, there is provision by law for old age 
pensions; this law will be renewed in January 1948. 
Under that law all citizens, who have reached the 
age of 67 will automatically receive a basic pension, 
without any regard to means. If the need thereof 
can be proved, invalids of any age between 16-67 
can obtain a full pension. Premium payments will 
amount to about 1 per cent of the taxable income. 

In Norway, all persons having completed their 
seventieth year are entitled to Old Age Pensions. 
Married couples are entitled to the pension when one 
of them reaches seventy. All tax payers have to pay 
‘ ae cent of annual income to this Old Age Pension 

un 


In Denmark, every person between 16 and 60 must 
be a member of an old age pension association. 
After age 65, all those with private means less than 
13.00 kr. are entitled to a pension. 

In Finland according to the People’s Pension Act, 
every citizen is insured from the age of 18 to 65. 
Pensions comprise: 1) disability pension; 2) old age 
pension after 65 years; and 3) supplementary pension 
added to disability and old age pensions. To the 
poorest pensioners supplementary pensions are paid 
out of Government and municipal funds. 

Maternal and Infant Care. In the Scandinavian 
countries there are laws providing for maternal and 
infant care. 

In Sweden, public health work among infants and 
small children is chiefly performed at Children’s 
Health Centers. A net of Maternal and Children’s 
Health Centers is being spread all over the country. 
In 1945 about 50 per cent of all children of 1 to 
12 years of age attended these centers. About 80 
per cent of the infants within the areas that have 
organized preventive maternal and infant care were 
under continuous medical supervision. Sweden also 
provides for free rail travel for vacationing mothers 
and children. 

Norway gets more and more directives, official and 
semi-official, for erection of control stations for 
mother and child under government support. 

Denmark. Since the autumn of 1945 a law on 
Hygiene of Pregnancy has permitted all pregnant 
women to have their pregnancy managed partly by 
their own doctor, partly by their midwife. The ex- 
aminations are free and paid for by the State. In 
1937 the law for infant welfare nurses was passed 
and in 1946 the law for medical control of all chil- 
dren up to 7 years. The nurses pay home visits at 
regular fixed intervals, controlling the babies’ gain 
in weight and instructing the mothers concerning the 
proper feeding and management of the child. The 
control is given free and is non-compulsory, and the 
help is accepted in 98 per cent of families, well to 
do as well as poor. The law for medical control 
comprises 9 medical health examinations in ll, 
either at infant welfare stations or by private doctors. 

In Finland, in 1944 laws concerning maternal and 
child health centers, public health nursing, and local 
midwives were passed. These laws give the funda- 
mentals for public health work for mother and child, 
and make it obligatory for every city and rural 
community to maintain at least one health center for 
maternity and child welfare work and to maintain 
a public health nurse for every 4,000 inhabitants, 
and to provide that there shall be at least one trained 
midwife to every population of 5,000. The State 
pays about three fourths of all expenses, the rest is 
paid by the local community 

Welfare of the School Child. There is excellent 
provision for the health of the school child. 

In Sweden, all children belonging to the State 
elementary schools are subjected to continuous medi- 
cal supervision, and are provided with free dental 


care. In 1943 about 100,000 children received 
systematic dental care at public expense. Finally the 
Parliament of 1946 has made a preliminary decision, 
that all school children are to receive one free school 
meal per day of prepared food 

In Norway all school children must be medically 
examined once a year. The examination also includes 
tuberculosis tests. Some municipalities also have their 
own special school-dentist, giving free treatment. 
Several municipalities have introduced school break- 
fasts. Other schools provide milk and cod-liver oil. 

In Denmark control of school children is provided 
by the law of April 1946, which means, that within 
the years up to 1949 every school in Denmark has 
to appoint a doctor for semi-annual health super- 
vision. 

In Finland, the school children have 3 or 4 
medical examinations during their school-time. All 
over the country there is co-operation between doctor 
and public health nurse. The dental service likewise 
is organized in many municipalities. In all schools 
the children have one prepared meal daily. In towns 
and industrial centers the children also receive cod- 
liver oil and calcium tablets provided by the Ameri- 
can Red Cross. 


Prevention of Infectious Diseases 


Tuberculosis. The preventive work against tuber- 
culosis in all Scandinavian countries is organized 
along the same lines. There are tuberculosis dis- 
pensaries all over these countries directed by medical 
officers and specially trained nurses. The doctors 
make mass examinations in order to find cases at 
the earliest possible stage. During the last years 
they have also made use of Calmette vaccination 
on an ever wider scale. 

Venereal diseases. During the war venereal diseases 
increased in all countries and their prevention has 
become a matter of general interest. In the preven- 
tion of venereal disease Sweden has a spear-head 
position, as its legislation, already valid since the 
first world war, has served as a model for the other 
Scandinavian countries, which only recently adopted 
the policy contained in it. The Danes inform us 
that a similar law is just being passed in their Parlia- 
ment. The Finnish Lex Veneris became valid in 
January 1943, although it was passed in 1939. 


Specific questions in regard to medical care were 
answered as follows: 

1. Is there co-operation in your country between 
the family doctor, the public health doctor, and the 
industrial doctor? 

In all Scandinavian countries there is this co- 
operation. In Denmark, the public health doctor is 
a family doctor with a special training for certain 


‘duties. In Finland, the local medical officers act 


as public health doctors and also as family doctors. 
Is it possible to preserve professional secrecy 
in a State medical service? 

Denmark: Yes. 

Norway: Our professional secrecy is limited to a 
certain degree by social legislation as we are bound 
to report infectious diseases, and also by the law 
regarding pregnancy, the marriage law, the motor- 
vehicle law, and Lex Veneris. Social legislation de- 
mands the sacrifice of some secrecy to safeguard 
against disasters which might otherwise befall the 
country. 

Sweden: Swedish doctors are obliged to report 
alcoholics to the Board of Temperance, cases of 
maltreated children to the Board of Child Welfare. 
A court of justice may put a doctor under an 
obligation to make a statement. 

Finland: Certain infections, among them the 
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venereal diseases, some mental cases, cases of alcchol- 
ism, and various abnormal conditions must be re- 
ported. In addition, in many cases where the patient 
applies for State medical benefit, the doctor is com- 
eager to disclose the diagnosis. The doctor can 
e called to witness in a trial concerning a medical 
case. 

3. Is it possible to secure a good Health Service 
without compulsion ? 

Denmark: A good health service must be secured 
by education. There will be less co-operation if com- 
pulsion is used, while education may be so directed 
that every one feels compelled to co-operate in the 
health program. 

Norway: Educational work is, of course, the best 
solution, but for the time being at least support of 
legislation is needed as well. 

Sweden: Education is the ideal, but hardly suffi- 
cient. Compulsory vaccination has been necessary, and 
compulsion must also be used in the fight against 
venereal disease. Examination of certain civil ser- 
vants may be compulsory if there is suspicion of 
tuberculosis or of mental disorder. 

Finland: Education is being carried on. For the 
time being, however, some laws provide for compul- 


sory measures and penalties, though the latter are too 
lenient to be of practical value. 

4. Is it desirable that international co-operation 
in health matters should be intensified and how 
might this be done? 

Sweden: Yes. 

Finland: Yes. 

Norway: Women doctors ought to make time for 
co-operation with women of other professions, such 
as lawyers, architects, teachers, etc., in order to 
exchange experiences for mutual benefit. Women 
doctors should also take a more active part in politics. 


5. Do you think UNESCO and similar important 
organizations will influence health problems? 
P Sweden: They should have great opportunities to 
© so. 


Norway: UNESCO and the World Health Organi- 
zation will no doubt be able to achieve much. We 
must see to it that women join in all work, especially 
— concerned with the welfare of women and chil- 

ren. 

Finland: There should be a world’s health organiza- 
tion in which medical women should be represented 
as members of the main committees. 


REPORTS FROM GREAT BRITAIN, CANADA, AND NEW 
ZEALAND 


A. Great Britain: Presented by Dr. A. N. Macpherson 


A study of the vital statistics of England and 
Wales for the war years provides interesting and 
perhaps unexpected information. 

Death Rate. The war had little effect on the death 
rate as a whole; the figure rose only slightly in 1940 
and 1941, from 12.1 per 1,000 living to 14.4 and 13.5 
respectively. It then fell almost to the pre-war 
level of 12.3. 

Birth Rate. To assess the changes in birth rate, 
the figures of at least the last fifty years must be 
considered. From 1871 to 1880 the birth rate 
averaged 35.4 per 1,000 living. After this it fell 
steadily until by 1921-30 it averaged 183. It then 
remained steady at about 15.0. During 1940 it again 
fell and in 1941 it reached its lowest level of 13.9. 
This was no doubt the result of the psychological 
effect of war and also of the call-up of large num- 
bers of men to the Services. After 1941 there was 
a rise, apart from 1945, a period which coincided 
with the absence of many husbands in fighting fronts 
abroad. During 1946 the birth rate rose to 19.1, 
a higher level than was reached for many years 
before the war. 


Infant Mortality and Stillbirth Rate. These 
figures are considered to be a very fair index of 
the health of a nation as a whole and in the case 
of England and Wales provide an interesting record 
during the war period. 

During the latter part of the nineteenth century 
and the first thirty years of the twentieth, the infant 
mortality figures fell steadily from 149 per 1,000 
live births to 59 in 1936. Apart from the two years 
1940 and 1941, when there was a slight rise, the 
fall has continued and in the first quarter of 1946, 
the low figure of 41 deaths per 1000 live births 
was reached. 

The stillbirth rate has shown an even greater fall, 
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and this fall was maintained throughout the war 
years. In 1945 the rate was 28 per 1000 total births. 

Maternal Mortality Rate. There was a spectacular 
decline in maternal mortality during the war years. 
This cannot be put down entirely or even mainly 
to the result of treatment by the sulpha drugs. The 
effect of these on the maternal mortality rate re- 
sulting from sepsis was shown to have taken place 
chiefly in the years preceding 1939. 

The improvement in the maternal, fetal, and infant 
mortality rates during the war years was remarkable 
and one naturally looks for some common factor to 
account for it. A possible explanation is the im- 
proved nutrition of expectant mothers and of young 
children as a whole. The rationing scheme made 
special provision for these two classes of the popu- 
lation and it is probable that the poorer mothers 
of this country had never been so well nourished 
as they were during the last war. 


Morbidity. Although mortality statistics have now 


become sufficiently accurate to be a reliable source - 


of information, morbidity returns are as yet incom- 
plete and can be relied upon only to give a general 
idea of the trends of illness. 

A considerable number of infectious diseases are 
notifiable by statute, including anterior poliomyelitis, 
cerebrospinal fever, diphtheria, dysentery, measles, 
pneumonia, scarlct fever, typhoid and paratyphoid 
fever, and tuberculosis. 

More recently other sources of information have 
been made use of. The records of the Emergency 


Medical Service which was set up during the last war - 


have been collected by the Ministry of Pensions. 
From these it is hoped to gain information about 
the morbidity rates of non-infectious and non- 
respiratory diseases. 

Another outcome of the war is the Social Survey, 
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a survey which collected facts by means of personal 
interviews with suitable samples of the population, 
concerning heating, lighting, diet, clothing, minor 
sickness incidence, and other matters of social inter- 
est. This organization is as yet too new to be able 
to produce much statistical information. 

During the war there were no serious epidemics. 
In 1940 there was a moderate outbreak of cerebro- 
spinal fever but the resulting mortality was greatly 
reduced by sulphonamide treatment. There were two 
mild epidemics of influenza in 1940 and 1943. The 
number of cases of diphtheria fell steadily from 
65,008 in 1938 to 18,596 in 1945, and the deaths 
from diphtheria fell from 2,861 to 722. During 
these years there was an intensive campaign to 
make immunization more popular, with the result 
that about 50-60 per cent of children between the 
ages of 1 and 15 years have been inoculated with 
diphtheria prophylactic and this has contributed 
largely to the decline in the diphtheria rates. 

Mortality from tuberculosis increased in the early 
years of the war, a result largely due to the fact 
that a number of patients were discharged from 
sanatoria during 1940 and 1941 in order to vacate 
beds for the expected air raid casualties. This caused 
not only a deterioration in the condition of the in- 
dividual tuberculous patient, but also a spread of 
the disease by distributing infectious patients among 
a population living at that time in crowded and 
often poor hygienic conditions in air raid shelters. 
Notifications of respiratory tuberculosis have in- 
creased. This should not be taken as an indication 
of a corresponding increase in incidence of the disease 
but is certainly in part due to improved diagnosis. 
Mass radiography is becoming much more widely 
used and has produced a sudden increase in notifi- 
cations. 

Taking the vital statistics and the morbidity rates 
of Great Britain as a whole during the war years, 
it appears that the national health has been sur- 
prisingly good. It was only during the years of 
1940 and 1941 when the effects of the war first 
reached the British Isles that there were any set- 
backs in the general good records of the public 
health of the nation. 

Rationing of Food. The events of the last war 
have emphasized almost more than anything else 
the enormous importance of food on the mental and 
physical health of the people. During the 1914-18 
war attention was focussed on this with the result 
that the principles of nutrition were more closely 
studied. The information thus accumulated was of 
great assistance, when war broke out, in the forma- 
tion of a food policy. 

The problems with which the small islands of 
Britain with their population of 47 to 48 million 
were faced were (1) to organise the switch-over 
of home production to provide the biggest yield of 
nutrients; (2) to meet the greatly reduced imports 
of food not only by increasing home production but 
by importing food in less bulky forms, such as dried 
eggs instead of shell eggs and boned and dried meat 
instead of carcases: (3) to provide a balanced diet 
for all sections of the population by maintaining 
the proper proportion between imports available and 
home produced foods; (4) to distribute the foods ade- 
quately, with consideration for special classes of the 
population, such as expectant and nursing mothers, 
children, adolescents, heavy workers, and invalids. 

The distribution was carried out by means of the 
rationing scheme with its special priorities for the 
classes just mentioned. Added to this special pro- 
visions were made, apart from the rations, for meals 
and extra milk for children at school, and for meals 
for workers at canteens and British Restaurants. 
Others could obtain meals at restaurants without 
surrendering ration coupons. 


The food policy resulted in a more even distri- 
bution and consumption of food throughout the 
population than before the war; in other words, the 
poorer families were better fed and the richer less 
well fed. This was partly due to higher wages and 
partly to the rationing scheme. But even more 
significant was the production of a better balanced 
diet throughout the community. 

The state of nutrition is notoriously difficult to 
assess, but surveys show that the standard of nu- 
trition of the population was maintained at a high 
level during the war. Clinical surveys conducted by 
the Ministry of Health show that after six years of 
war and rationing, out of 20,235 people examined 
only 9 were found to show evidence of deficiency 
disease, only 0.7 per cent were of “poor” and 10.5 
per cent of “fair” nutritional state. Among children 
of England and Wales the percentage below normal 
in 1938 was 11.3 and in 1944, 9.7. 

Housing Difficulties. The war has had a fourfold 
effect on housing in this country by: 

(a) destruction and damage of houses. 

(b) stopping the building of new houses. 

(c) stopping all but the most argent work of 
repair and maintenance of existing houses. 

(d) stopping “slum clearance,” i.e. the demolition 
or replacement of houses that had become unfit for 
habitation. 

(a) Destruction and damage of houses. Complete 
figures up to the end of the war are not yet avail- 
able but the following facts give some indication of 
the extent of the problem created by the war dam- 


age. 

Up to the end of March 1944, 3 million houses 
had received ‘first-aid repair’ of war damage, and 
of these 1% million had been extensively damaged. 

During the flying bomb and rocket attacks from 
June 1944, up to the end of March 1945, over a 
million houses were destroyed or damaged in London 
and South East England. Each flying bomb falling 
in the London Region damaged on an average 400 
houses, and each rocket 600 to 700 houses. Many 
houses were, of course, the dwellings of more than 
one family. 

(b) Cessation of building new houses. Before the 
war new houses were being built at the rate of 
nearly 350,000 a year. Subsequently only those 
houses which were under construction at the out- 
break of war were completed, together with a small 
number built under essential schemes for housing 
agricultural workers in rural areas. 

In addition, therefore, to the destruction and 
damage of houses by bombing there has been a loss 
of some 2% million houses due to the cessation of 
new building. 

(c) Stopping of repair work. Shortage of labor 
and materials for anything but war damage work 
made it impossible to carry out ordinary repair and 
maintenance of houses, and a great many houses, 
quite apart from war damage, have fallen into a 
state of disrepair far below satisfactory standards. 

(d) Stopping of slum clearance work. Before the 
war, slums were being demolished at the rate of 
60,000 dwellings a year and the families in these 
insanitary overcrowded areas were rehoused under 
good conditions. Not only has this work had to 
stop, but in addition overcrowding and disrepair 
have increased for the reasons already given. 

To sum up, there has been loss or extensive 
damage of millions of houses by bombing; there has 
been a further loss of millions of houses due to the 
cessation of new building; and there has been gross 
and extensive deterioration of many of the remaining 
houses because of lack of repair and the cessation 
of demolition of insanitary dwellings. 

The position is being met by the requisitioning 
and adaptation of any habitable property, by the 
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erection of prefabricated temporary houses, and 
(since the end of the war) by the building of perma- 
nent houses and flats; but millions of people through- 
out the country are still living in seriously over- 
crowded conditions and in unsatisfactory insanitary 
dwellings. The waiting lists for better housing ac- 
commodation are so great and contain so many cases 
of urgency that even medical certification of need 
can carry little priority, until more houses are 
available. 

Criminal Record and Juvenile Delinquency. The 
effect of the war, with the problems of evacuation 
of children from vulnerable areas and the general 
disturbance of family life, brought out interesting 
facts in the psychological reaction of the children, 
with certain definite pointings towards future action. 

Children on the whole, if secure in the company 
of their own family, were curiously untouched by 
the insecurity of air raids. Danger to life necessitated 
evacuation to safe areas. The children over 5 went 
away without parents as a rule; young children 
under 5 years of age tended not to thrive mentally 
or physically when sent away from the parents. 
Increases in delinquency took place at the time the 
children were evacuated, and again during 1945 
when the end of the war brought about changes in 
their home life and a readjustment of family relation- 
ships. Among adolescent girls there was a definite 
lowering of morality and resulting increase in ve- 
nereal disease and in the number of illegitimate 
births. This was no doubt largely due to the presence 
of troops in the neighborhood, lack of organised 
entertainment, black-out conditions, and a slackening 
of parental control. 

The special conditions produced by the war stressed 
the importance to children of an integrated home 
life. This has led to an increasing concern about 
the welfare of children deprived for one reason 
or another of the care of parents. A practical out- 
come has been the formation of a special government 
cOmmittee to enquire into the existing provision for 
such children. The prevailing opinion is that insti- 
tutions are a poor substitute for home life, that 
boarding out of children in other homes is the best 
substitute, and, failing this, grouped cottage homes 
for 8 to 12 children of mixed sexes and ages, are 
needed. 


THE RESPONSIBILITY OF MEDICAL 
WOMEN IN THE RECONSTRUCTION 
OF THE POST-WAR WORLD 


I. AS PHYSICIANS 
A. The Position of Medical Women 


In Great Britain, the number of doctors is 51,331 
for a population of 47,769,753, i.e., roughly 1 doctor 
for 1,000 population. 

Of the 51,531 doctors, 7,198 are women, i.e., 
roughly one-seventh of the doctors, but probably 
rather more than one-third of these are not in ac- 
tive practice. 

The following table of the most recent figures 
(1946) shows the way in which women are dis- 
tributed in the profession: 


Men Women 
General Practitioners 20,200 2,170 
Consultants & Specialists 4,140 392 
Public Health Specialists 2,915 750 
Teachers, whole time 495 34 
Research, whole time 444 89 
Total 27,594 3,435 
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In the field of general practice medical women 
are firmly established. As a rule they treat the 
women and children in the family, but it is not 
infrequent for the men of the family to come to 
them as patients also. A number of women are in 
partnership with men or women; others practice 
on their own. 

Medical women are employed in many Public 
Health Departments and form a high proportion 
of medical officers in maternal and infant welfare 
clinics and in school clinics. Here is a field in which 
a are recognized by all as being eminently suit- 
able. 

The openings for medical women in consulting 
practice are more limited. Competition for senior 
appointments on the staffs of hospitals is great and 
such an appointment is necessary for practising as 
a consultant. In this branch of the profession as in 
the higher posts in Public Health Services and in 
the Ministry of Health there is still considerable, 
though lessening, difficulty for women. The posts in 
the teaching hospitals have naturally been limited 
as far as women are concerned since, up to this 
year, women students have not been accepted at a 
number of the larger teaching hospitals; but even 
in those schools where there has been co-education, 
there is as yet a disadvantage for women, in fact, 
if not in theory. 

From this year, women students are being ad- 
mitted to all medical schools in Great Britain. Med- 
ical women are eligible to become members of al- 
most all medical organizations and societies. The 
Fellowship of the Royal Colleges of Physicians, Sur- 
geons, and Obstetrics and Gynaecology is open to 
women. 

In the Armed Forces the position of women has 
been and still is somewhat complex. In the Army 
and Royal Air Force, women hold War Emergency 
Commisisons. They serve with rank and pay equiva- 
lent to that of the men, but they cannot hold 
regular commissions in the R.A.M.C. or the R.A.F. 
In the Royal Navy, very few medical women have 
been employed. 

B. The Medical Women’s Federation is the only 
organization representing medical women as such. 
It has a membership of some 2,200. It is definitely 
representative and is recognized as such by Govern- 
ment Departments, by public authorities, and by 
medical organizations, including the British Medical 
Association. 

In the Memorandum of the Medical Women’s 
Federation, the first two of the objects for which 
the Federation was established are set out as follows: 

(a) To promote the medical and allied sciences, 

and to maintain the honour and interests of 
the medical profession. 

(b) To further the co-operation, and to promote 
the general interests of those women en- 
gaged or interested in the practice of med- 
icine or the allied sciences, including medical 
research.” 


This illustrates the attitude of the Federation that 


it is primarily a medical organization rather than 
primarily a women’s organization. The relationship 
between the Federation and other women’s organiza- 
tions has been influenced by this attitude, but it 
is a relationship which is frequently brought before 
the Council of the Federation for discussion. 

It is felt by many medical women that their 
more intimate knowledge of the details of family 
and social problems should be of special interest and 


value in the future of medicine and in helping to | 


solve the problems of reconstruction following, the 
war. It will be seen from the above records of 
women’s work in the profession that, in spite of 
their small numbers compared with the men, they 
are in a position to give very real assistance. 
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II. IN SOCIAL MEDICINE 
A. Social Medicine 


Sickness Benefit. The present position is that sick- 
ness benefit can be claimed by all those insured 
under the National Insurance Scheme which in- 
cludes employed persons. There are certain in- 
equalities betwen insured men and women. The 
benefits are not extended to families of insured 
persons. When the new National Health Act comes 
into force there will be changes in administration 
and a social welfare service will be incorporated. 

Accident Benefit. Accident benefits for workers 
are provided for in the Workmen’s Compensation 
Act. Certain practical and psychological disadvant- 
ages as regards these benefits have become obvious 
and efforts are made to deal with them. The Dis- 
abled Persons (Employment) Act and schemes for 
rehabilitation are recognized as helpful trends in 
encouraging return to work. 


Care of the Old and Destitute. Care is needed for 
three categories of Old and Destitute persons (1) 
when sick, (2) when infirm and needing custodial 
care, (3) when in health. All three classes are pro- 
vided with medical and nursing care when required 
and with social welfare and care. 

For the old and destitute who are sick or infirm, 
accommodation is provided by statutory bodies in 
public assistance homes and in municipal hospitals 
or, to a much lesser extent, in voluntary hospitals 
or homes. For those who are in good health but 
have no home or relatives or friend with whom they 
can live, institutional treatment is provided. For 
those who can live at home but require some extra 
help, as with finance, housework, shopping, meals, 
etc., such help can be obtained from many sources, 
both voluntary and statutory. 

There is a growing interest in the welfare of old 
people in this country and an invaluable organiza- 
tion has been set up, the National Old People’s Wel- 
fare Committee, to help better the conditions of old 
and destitute persons. It has organized propaganda, 
has undertaken research into living conditions, etc., 
acts as a central information bureau on matters con- 
cerned with the welfare of the old, and helps to 
organize meal services, clubs, and entertainments, 
home helps, and personal visiting. 

Industrial Welfare and Compensation. Industrial 
medicine was given great support during the last 
war by a Government Order of 1940 directing all 
factories on war contracts employing over a certain 
number of persons to employ doctors and nurses 
for the care of the work people. Until this time, 
although inspections by Government factory in- 
spectors were compulsory, there was no obligation 
for a firm to employ a doctor. At present about 170 
full time and 800 part time doctors are engaged in 
industrial work. This, of course, only covers some 
of the factories, and the smaller factories which can- 
not afford to employ doctors and nurses lack the 
desired medical supervision. An effort has recently 
been made to overcome this difficulty by a scheme 
for medical care to cover a group of smaller firms. 
Medical help must be easily available if injury and 
disease are to be treated early. 

Apart from the treatment, prevention, and di- 
agnosis of industrial diseases and injuries, the in- 
dustrial medical worker gives assistance and advice 
about working conditions, co-operates with welfare 
officers in such matters as financial and traveling 
difficulties and in provision of canteens. Women 
workers in industry provide special welfare problems 
and may require help and advice concerning domes- 
tic responsibilities. 

Industrial medicine is a comparatively new branch 


of medicine, but there are signs that it is growing 
rapidly and taking an important place in medicine 
as a whole. Up to the present only a few medical 
women have taken up this work. 

Compensation is provided for under the Work- 
men’s Compensation Act, the object of which is to 
make some provision for employees (without dis- 
tinction of age or sex) who through injury or ac- 
cident arising out of and in the course of their em- 
ployment are disabled from earning their ordinary 
wages. If the accident results in death, provision is 
made by the Act for dependants of the deceased 
workman. To effect this object, the Act makes the 
employer liable to pay compensation for such ac- 
cidents. If the accident causes permanent or tem- 
porary disablement, the compensation will be in the 
form of weekly payments to the injured person while 
disablement lasts. If the accident results in death, 
the compensation will be a lump sum to be applied 
for the benefit of the dependants. Compensation 
is payable for two classes of injury under the Act: 
injury by accident and injury to health by one of 
the scheduled industrial diseases. The compensation 
paid is based on a weekly allowance with supplemen- 
tary awards, the total amount not exceeding two- 
thirds of the pre-disablement wage. 

Only in recent years has the idea become estab- 
lished that not merely financial help is needed, but 
that it is almost more important to give the disabled 
man the opportunity to lead as full and as normal 
a life as his disability allows. This concept entails 
provision, not primarily for financial assistance, but 
for the opportunity for men to support themselves. 
Financial assistance thus becomes a safeguard to 
the less severely disabled man to help him hold his 
own with the fit man, and only for the severely dis- 
abled is it a livelihood. In order to assist the dis- 
abled, rehabilitation help is becoming more widely 
sought and in some of the larger factories excellent 
schemes are afoot. 


Maternity and Child Welfare Services in England. 


Under the Public Health Act 1936 it is the duty of 
Local Authorities to establish a service “for attend- 
ing to the health of expectant mothers, nursing 
mothers, and children who have not attained the 
age of 5 years . . . except establish a general dom- 
iciliary service by medical practitioners’. 

Local authorities therefore have wide powers, but 

the way in which these are used varies considerably. 

The best schemes provide 

(a) Domiciliary midwifery service which should 
be part of the comprehensive maternity service 
and for which the midwives should be fully 
equipped. 

(b) Antenatal and postnatal care. An important 
part of the former would be the choice of 
service needed, i.e., domiciliary or institutional 
care for the confinement, thus making full 
use of facilities available. 

(c) Medical aid for midwives. 

(d) Consultant service for abnormal cases. 

(e) Institutional accommodation, which should be 
available for abnormal cases and for those 
who for domestic reasons cannot be confined 
at home. Convalescent home facilities for 
mother and child are at present inadequate. 

(f) The Emergency Obstetric service available day 
and night to deal with emergencies in private 
houses or in institutions which have not neces- 
sary facilities. An ambulance service should 
also be available for transport of cases. 


(g) Special arrangements for treatment and con- 
trol of infections associated with childbirth. 
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(h) Contraceptive Clinics. Local authorities are 
empowered to set up such clinics to advise 
women in whom pregnancy would be de- 
terimental to health. 

Child Welfare Services. These include health visit- 
ing, infant welfare clinics, pediatric and specialist 
consultant services at hospitals. Special provision 
is made for premature babies, and birth weights of 
5% lbs. and under must be entered on the Notifica- 
tion of Birth. 

Nursery Schools are provided for children between 
2 and 5 years of age. 

Illegitimate children may require special care from 
local authorities, such as provision of hostels for 
the mother and child, or for the child, or of board- 
ing-out facilities. 

School Child. The standard of the medical care 
and the welfare of the school child also suffers fom 
variations in different localities; the highest standards 
provide excellent and inclusive schemes for the care 
of the school child. 

Tuberculosis. Local authorities are responsible for 
providing care for the tuberculous patient and the 
family. The tuberculosis scheme provides free treat- 
ment at clinics, or in sanatoria or hospitals. Care 
of patients in their homes and examination of all 
contacts are the duties of the authorities. During 
the period that the patient is off work, an allowance 
is paid if there is any likelihood of his being able 
to undertake work again. Should his previous em- 
ployment be considered unsuitable, there is a scheme 
by which he can be trained for another occupation 
when he finishes treatment. 

By means of propaganda, the general public are 
beginning to realize the important part infection 
plays in tuberculosis and also the importance of 
early diagnosis. The value of x-rays in arriving at 
this early diagnosis has been underlined by the re- 
cent appearance of Mass Radiography Units in many 
Bs of the country. This should be a definite step 
orward in the early detection of the disease and 
not only help the patient’s recovery but also help 
in the prevention of spread of infection. Unfortun- 
ately, at the present time, it is impossible to carry 
out the full program set out in the tuberculosis 
schemes, owing to lack of accommodation for the 
tuberculous sick, and above all owing to shortage 
of nurses. The deficiency in housing accommodation 
causes another setback in the prevention and control 
of tuberculosis. 

Venereal Disease. The greatest contribution which 
Great Britain has made towards the solution of this 
problem has been its success in the prevention of 
venereal disease by the establishment of V.D. Clinics 
in connection with existing hospitals all over the 
country and by its intensive educational and moral 
campaign. Attempts were made in the past to con- 
trol venereal disease by Acts of Parliament but with 
no success. This was followed by a system of free, 
confidential, non-compulsory treatment which was 
available for all who had, or feared they had, con- 
tracted venereal disease. The wisdom of this ap- 
proach to the problem has been borne out by the 
results, which have shown a decline in the numbers 
attending the V.D. Clinics from 85,531 in 1920 to 
49,415 in 1938. 

It is doubtful whether any system of notification 
would be beneficial; better results would probably 
be gained by increasing the number of V.D. Clinics 
and of Health Visitors to help the follow-up cases 
and to deal with defaulters. 


B. Co-operation between the family doctor, the pub- 
lic health doctor, and the industrial doctor. 


Co-operation between these three is considered by 
many to be far from satisfactory. This is a real 
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disadvantage and usually means that there is either 
overlapping of treatment and supervision, which 
leads to bad medical practice, or else the patient 
gets insufficient care, each doctor thinking the other 
is responsible. Often the available facilities are not 
made use of, either from ignorance or from lack 
of thought on the part of one or other of the 
doctors. All three may be really anxious to do the 
best for the patient but they seldom can meet to 
talk things over and letter writing, besides being 
less satisfactory, takes time. It is probably largely a 
question of lack of time which makes co-operation 
so difficult. A busy general practitioner spends his 
time treating his sick patient and has little to spare 
for superintending the transition from the sick bed 
to the factory. Only too often both public health 
doctors and industrial doctors hold themselves aloof 
from the family doctor. However, in some places 
they do work well together, and when this is so 
there is a really efficient team. 

Public Health and Industrial Medicine have in 
the past taken only a minor part in the general 
medical curriculum. There is at the present time 
a growing tendency to stress the importance of social 
medicine, which includes the follow-up of patients 
from hospital wards to their homes and to their 
work, and also the study of social and working condi- 
tions from the etiological aspect. 

C. Professional Secrecy in a State Medical Service. 

Professional secrecy, one of the essentials which 
makes possible the proper practice of medicine, has 
up to now not been challenged in Great Britain. 
When the new National Health Act comes into 
force, many feel that it will not be possible to main- 
tain professional secrecy. Secrecy is possible between 
two individuals, but there are doubts as to whether 
it is possible with three parties, the State being one 
of them. This is causing much disquiet among many 
members of the medical profession, and it is of the 
experience of others that Great Britain will be in- 
terested to hear. 

D. Is is possible to secure a good health service by 
education without compulsion? 

In Great Britain there has always been resistance 
to compulsion, and especially is this so where med- 
ical examination and treatment is concerned. It 
has already been pointed out how comparatively 
unavailing were statutory measures in the control of 
venereal disease. Education and wise propaganda 
can do much to promote the good health of the 
community. The people are more likely to have the 
right approach to individual matters if their co- 
operation is enlisted from the beginning, and con- 
fidence between patient and doctor is assured. 


III. IN INTERNATIONAL WORK AND INTER- 
NATIONAL CO-OPERATION. 


A. It is obvious to all that there would be great 
advantages in improving international co-operation 
in medical and health matters. Each country, with 
its different outlook and its different social way of 
life, will have its own way of dealing with its prob- 
lems, but those very differences throw varying lights 
on the same subject and show it up from different 
angles. 

Probably the most practical way of improving co- 
operation between medical workers in different coun- 
tries is by personal contact and to a lesser extent by 
exchange of literature. 

Visits of individual doctors, or groups of doctors, 


could be arranged and facilities given for visits to’ 


special departments or clinics or institutions.’ 
Post-graduate courses with interchange of students 
might be desirable, but no doubt many countries are 
occupied at the moment providing such facilities for 
their own doctors who have been serving with the 
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Forces and therefore have been out of touch with 
civilian work for several years, and consequently 
there is little space and limited clinical material to 
offer to others. 


B. International organizations, such as UNESCO, 
will inevitably influence health problems both directly 
and indirectly. Control and prevention of epidemic 
diseases have already been organized with good results 
on an international scale. 

Distribution of medical personnel to countries 
where they are needed for some special reason can 
be undertaken. 

Above all, the science of nutrition needs to be 
considered from an international standpoint so that 


world food supplies can be distributed in such a 
way that famine or severe shortage of food is pre- 
vented. 


For the consideration of world wide health prob- 
lems, more is needed than medical knowledge alone. 
Added to it must be a grasp of economic and social 
conditions prevailing in different countries, and 
above all, wisdom and generosity to consider the 
matter as a whole. As doctors, women will take 
their part in contributing to the medical knowledge; 
as women, they, with their special view of family 
and social needs, may often be able to give valuable 
help in that they will have a different point of view 
from their male colleagues. 


B. CANADA: Presented by Dr. Wilson 


Effect of the War: The birth rate has risen and 
the death rate has fallen. Infant mortality has de- 
clined since 1926, though stationary since 1942. 
War morbidity has been negligible. Food rationing 
was introduced to a moderate degree but the Can- 
adian people were, in general, better fed at the end 
of the war than previously. 

Displaced persons: The Japanese were moved from 
the west to the interior. Some thousands of German 
and Austrian prisoners of war were held in camps 
in Canada. 


Housing: There are problems due to overcrowding, 
but these existed before the war and’ are not due 
to it. Crime and juvenile delinquency have shown 
increases. 

As Physicians: There are 356 active women phy- 
sicians, amounting to 3 per cent of all doctors 
in civilian practice in Canada. Most women in 
medicine are engaged in general practice. Some 
are specialists, or are engaged in public health or 
industrial work. The number of women in medical 
schools is restricted and few reach senior staff posi- 
tions. The Women’s Medical Association in Canada 
has only 60 members. This is because there is no 
urgent need for a separate organization as women 
are admitted to medical societies on an equal footing 
with men. 

Social Medicine: Sickness and accident benefits, 
apart from Workmen’s Compensation, are on a volun- 
tary basis. The care of the aged and destitute is 
organized by municipal provincial and voluntary or- 
ganizations. 


Industrial Welfare: Factory laws provide for safety 
and health of workers but provisions vary from pro- 
vince to province. During the war legislation has 
been introduced to improve matters. 

Workmen’s Compensation: Compensation is paid 
in respect of accidents occurring in the course of 
employment. 

Maternal Care and Infant Welfare: This is the 
responsibility of the provinces and municipalities. 
Family allowances are paid for every child up to 
the age of 16. 

Welfare of School Child: These vary from one 
locality to another but are in general the responsi- 
bility of the provincial and municipal health author- 
ities and of the education authorities. 

Infectious diseases, including tuberculosis and 
venereal disease: These are a provincial and munici- 
pal responsibility. Venereal diseases are dealt with as 
a joint federal-provincial responsibility. Tuberculosis 
is treated free when there is need. 

B. Co-operation between family doctor, public 


health doctor and industrial doctor is not as close 
as it might be. 

C. Professional secrecy would be almost impossible 
to maintain in a state medical service. 

D. The scheme of health education without com- 
pulsion, at present in existence, is unsatisfactory. 

International Work and International Co-operation: 
International co-operation in health matters should 
be intensified. The International Congress of Medical 
Women should establish liaison with UNESCO. 


Report of the Federation of Medical Women in 
nada: 


Presented by Dr. Owens 


From some recent reports of the Federation, I 
shall try to give some idea of the medical women 
in Canada. 

There are over 650 women doctors in Canada; 
356 are members of the Canadian Medical Associa- 
tion, College of Physicians and Surgeons of Canada; 
356 are recorded as engaged in active medical work; 
85 are members of the Federation of Medical Women 
of Canada. 

The Federation of Medical Women of Canada 
meets annually at the time of the Canadian Medical 
Association Convention. In 1945 we had our twenty- 
fifth annual meeting in Montreal. Seventy women 
doctors attended. In her presidential address, Dr. 
Eleanor Percival noted that the number of. medical 
women in Canada had more than doubled since 
1920. Nine Canadian universities now admit women 
as regular students in their medical schools. Most. 
general hospitals are accepting women as internes. 
A large number hold teaching appointments in Uni- 
versity Medical Faculties. In the University of To- 
ronto alone there are 21. The armed forces ap- 
pointed medical women with equal rank and pay 
with men for work both at home and abroad. 


The balance of Dr. Owens’ report will 
appear in the September issue of the 
Journat, along with the reports of 
other National Corresponding Secre- 
taries. 
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C. New Zealand: A Summary of the Report Presented by Dr. Spencer 


General Information. The birth rate has risen 
steadily and reached a new high record in 1946. 
The death rate increased slightly during the war 
on account of the higher proportion of older age 
groups. Infant mortality has fallen and in 1946 
reached a new low record. Morbidity as judged by 
the number treated in hospitals has increased. Ra- 
tioning of major foodstuffs is in force, but has not 
been rigorous. 

Displaced Persons. A group of Polish children 
were given sanctuary in New Zealand. 

Occupation Troops. Some American troops were 
trained in New Zealand. 

Prisoners of War. Only a few Japanese were held 
here. The returned New Zealand and Dutch Pri- 
soners of War were in poor condition. 

Housing. There is an acute housing shortage, with 
an increased marriage rate, causing psychological 
difficulties, but no real health problem. 

Crime and Juvenile Delinquency. There has been 
no serious increase in either. 

Physicians. There are 190 women doctors in New 
Zealand. The Medical Women’s Association is not 
large because medical women are so scattered. 

Social Medicine. Health benefits are available to 
all persons ordinarily resident in New Zealand. Men- 
tal hospitals, maternity hospitals, and out-patient hos- 
pital benefits are provided free. There is a free 
medical service on a “fee for service” basis. 

Monetary benefits are payable for certain dis- 
abilities; universal superannuation has been in force 
since 1940. There are age benefits for emergency 
incapacity, and pensions for invalids. Benefits are 
also available for pharmaceutical services, x-ray di- 


agnosis, massage, district nursing, domestic assistance, 
and laboratory and dental services. There is a miner’s 
pension for miners, phthisis and similar diseases. 
Special provisions are made for Industrial Welfare. 

The old and destitute are provided for by Muni- 
cipal Authorities and by the Churches. 

Welfare of the School Child. The Division of 
School Hygiene provides medical inspection, im- 
munisation, health education, and medical examina- 
tion of teaching and nursing trainees. 

Free milk is given in schools. There is a Health 
Camp division and provision for dental treatment. 
Physical Education is part of primary and _ post- 
primary education. 

The Family Benefit is 10/-per week per child. 
Orphans’ and widows’ benefits are provided. Infant 
welfare is organized on a national scale. 

-_ mortality has shown a steady decline since 
1901. 

A. Infectious disease, tuberculosis, and venereal 
disease. Medical Officers of Health have general 
control of notifiable infectious disease. Tuberculosis 
is controlled by the Chest Clinic Service and the 
National Tuberculosis Register. 

Venereal disease is notifiable and treatment is 
compulsory. 

B. Co-operation between the family doctor, the 
public health officer, and the industrial doctor exists 
on the whole, but improvement is to be expected. 

C. There is good Health Educational Service. An 
extensive health program is reasonably effective. 

Intérnational work and co-operation should be 
intensified. 


REPORT OF THE UNITED STATES OF AMERICA: 
Presented by Dr. Martha M. Eliot 


Foreword 


In this summarized statement, I want to emphasize 
particularly the importance of finding ways and 
means for a continuing international co-operation 
in the field of health and medical care. The funda- 
mental purpose of our profession is to use scientific 
knowledge to save life, to eliminate or alleviate hand- 
icap, and to assure a positive physical and mental 
health for all mankind. 

Scientific advances have projected us into a world 
where we must learn how to live together. Failing 
in that, we will almost inevitably destroy a world 
in which our objectives can be realized. 

We have the advantage of speaking the inter- 
national language of science. It is possible for us 
to come together and discuss the problems of medical 
care even though we live in different countries and 
under different systems of government. We have 
the means of understanding and enlarging the areas 
of our common concern. 

I have thought very carefully about the question 
included in the outline which was sent to me for 
preparing my report to you. “Do you think 
UNESCO and similar important organizations will 
influence health problems?” It seems to me a funda- 
mental truth that they will influence health prob- 
lems only if people like ourselves are determined 
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that they shall, and give of our time, energy, and 
knowledge to that end. Perhaps this is the real sig- 
nificance of this gathering. If we use it well, choos- 
ing whatever channels are open to us, we will have 
set ourselves firmly on the path of international co- 
operation. Then we have only to take each next 
step in its turn to cover the distance we must travel. 


Introduction 


The United States is a vast country. Exclusive of . 


Alaska, it has a land area of almost 3,000,000 square 
miles. Its population is estimated as of 1947 to be 
142,186,000 persons. The central government of the 
United States is a Federal Government. It is im- 
portant to keep these facts in mind when considering 
the development of programs in this country. 

The 48 States operate with great independence 
in areas affecting the social welfare of the people 
living within their borders. It is only when a problem 
is clearly recognized as having national significance 
that Federal action takes place. 


Births and deaths in the United States during’ the 
war period (1942-1945) 


The wartime peak of 21.5 births per 1,000 pop- 
ulation was reached in 1943. The increase in birth 
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rate was due not so much to an increase in the 
number of large families as to the creation of new 
families. 

With the exception of 1943, when there was an 
influenza epidemic in this country, mortality risk 
decreased steadily. The long-term trend toward re- 
duced infant mortality continued throughout the 
war years, to some extent as a result of the increase 
in proportion of hospital deliveries. Similarly, ma- 
ternal mortality continued to decrease. 

The death rates among children showed a smaller 
relative decrease in the age group 5 to 14 years 
than among the 1 to 4 years group. Throughout 
1942-45, pneumonia (all forms) and influenza were 
the leading disease group among causes of death for 
the one to 4 year old children. If accidents of all 
types are considered together, however, they out- 
weigh all other causes in their destructive effect 
for all children up to 14 years of age. 

There was a sizeable epidemic of poliomyelitis in 
the years 1943-45. The United States did not have 
an epidemic of diphtheria, however, as did Europe 
in 1943. 


Problems arising from war conditions 


The only large group of persons “displaced” dur- 
ing the war in this country were the about 110,000 
persons of Japanese ancestry who were evacuated 
from the West Coast for reasons of military security 
within a few months of Pearl Harbor. There was 
a general disposition among the American people 
not to question the military judgment of the neces- 
sity of these drastic procedures, but it was recognized 
that this action raised serious fundamental questions 
concerning the rights of American citizens among 
the Japanese. 

The exclusion order was lifted on January 2, 1945, 
and the segregation centers have been closed. Al- 
though the greater number of those who left the 
centers in 1945 returned to the West Coast, many 
settled elsewhere. 


There is at the present time a considerable move- 
ment into the United States of persons who are 
American nationals but have been living abroad. 
These include many persons who suffered captivity 
during the war. 

About 5,000 persons per month have been coming 
into the United States through the Port of New 
York during the last year. It is estimated that 
there are still 10,000 persons who wish to return 
from the various countries of Europe. Between 7,000 
and 8,000 persons have already come from the 
Philippines and the Far East. 


Nutrition experts are of the opinion that national 
nutrition improved during the war. The high war- 
time nutrition levels resulted from increased con- 
sumption—particularly of milk, eggs, meat, poultry, 
vegetables, and fruit—and from the enrichment of 
white flour and bread. 


One of the major postwar problems is our housing 
emergency. Some 1,200,000 American families lacked 
separate dwellings and were already living “doubled 
up” with others in October 1945, when mass de- 
mobilization started. There was an estimated 1,600,- 
000 married veterans discharged by December 31, 
1946, who did not have established houses to which 
to return. Another 1,300,000 single veterans had 
married. To provide adequate housing for these 
families will require new construction at a rate 
which is more than four-and-a-half times the average 
production during the 1930's. 


Although the great majority of children and 
young people adjusted satisfactorily during the war, 


the problem of juvenile delinquency was magnified 
and aggravated. It has centinued to be a sizeable 
one since the close of the war. 

A recent conference held under the auspices of 
the Department of Justice brought together from 
all parts of the country representatives of public 
and private agencies. This conference has stimulated 
consideration of juvenile delinquency on a nation- 
wide basis, and provides a channel for continued 
focus on the problem. 


Women physicians in the United States 


Slightly less than 5 per cent of the 165,000 
physicians practicing in 1940, the year of our last 
census, were women. Eighty-five per cent of women 
physicians were located in cities and towns, or so- 
called urban centers. The majority were engaged 
in private practice. 

A study made in 1941 showed that about 5 per 
cent of all women physicians were qualified as 
specialists. The tendency in specialization was to- 
ward pediatrics, psychiatry, and pathology. This is 
probably due to the fact that it is easier for women 
to obtain training in these fields than, for instance, 
in general surgery. 

In April 1943, after two years of repeated effort 
and the marshaled support of women’s organizations, 
the American Legion, and a number of county and 
State medical societies, women physicians were given 
the right to appointment in the Army Medical Corps 
and the Navy Medical Corps. By the summer of 
1944, there were 133 women physicians serving with 
the armed forces or as commissioned officers in the 
United States Public Health Service. The initial 
rank of women was usually comparable to men com- 
ing into the service. 

On the other hand, the demand for women physi- 
cians in private practice, in institutional work, and 
in public health fields grew during the war. For the 
first time, the Veterans Administration requested 
women physicians. 


Of the 77 schools offering approved training in 
medicine in the United States in 1941, all but 7 ad- 
mitted women students before the war, and one— 
the Woman’s Medical College of Pennsylvania—ac- 
cepted women students only. Since the war, the 
number of schools that do not admit women students 
has been reduced to 4. In 1946, 8 per cent of all 
medical students were women. This is the highest 
on record. The great difficulty which women have 
encountered has been in less opportunity with regard 
to the number and variety of interneships and resi- 
dencies which they can obtain. 


Women physicians have encountered a number of 
handicaps in their association with hospital staffs. 
Hospital connections became somewhat easier for 
women to obtain during the war. Except in ma- 
ternal and child health, however, women physicians 
have often been unable to secure advancement in 
administrative posts. A special inquiry made for the 
purpose of this report, and replied to by all but 
five States, showed 1,042 women physicians holding 
full or part-time faculty appointments in schools of 
medicine and schools of public health. 

Most women physicians belong to a county medical 
society affiliated through the State medical society 
with the American Medical Association. A number 
of women have served, or are serving, as members 
of the House of Delegates of State medical societies. 

The American Medical Women’s Association, Inc., 
was formed in 1915. It meets with the American 
Medical Association and publishes a monthly jour- 
nal, The Journal of the American Medical Women’s 
Association. 
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Public Health and Medical Services in the United 
States 


Workmen’s compensation is the earliest form of 
social insurance in the United States. The principle 
underlying workmen’s compensation legislation— 
that the cost of industrial injuries should be borne 
by industry as part of the cost of production— 
is well established. Only one State is without a work- 
men’s compensation law. 


The basic purpose of the workmen’s compensation 
programs is the same in all States: (1) To furnish 
adequate medical care immediately; (2) to provide 
cash benefits when most needed during disability; 
(3) to stimulate prevention of injuries; and (4) 
to co-operate in vocational rehabilitation of injured 
workers. Since there has been neither Federal aid 
nor Federal supervision in the workmen’s compensa- 
tion program, however, there is a lack of uniformity 
of benefits from State to State. 


Medical services for the aged and needy who are 
acutely ill vary greatly, but are on the whole more 
adequate than for those who are chronically ill. 
Most persons who are chronically sick are cared 
for in their own homes because other facilities are 
lacking. In a few places, bedside nursing care in the 
home and housekeeping services are available. When 
specialized care such as convalescent or nursing home 
or custodial care is medically or socially desirable, 
however, facilities are limited. 

Federal money is available for medical care for 

the aged and needy only through the public assistance 
program and in the form of a cash grant to in- 
dividuals. The individual then makes his own ar- 
rangements with the doctor and is responsible for 
payment. Whenever a State or local agency pays 
the physician, dentist, nurse, or hospital directly, the 
cost is borne entirely by the State or locality. 
* The non-profit voluntary hospitalization insurance 
plans have grown rapidly during the past ten years. 
Membership in 1946 was around 21,000,000 people. 
Since the late 1920’s, various State and county 
medical societies have sponsored insurance plans on 
a non-profit basis. They cost about $24 per year 
per family and are usually limited in coverage to 
surgery, obstetric services after a ten-month waiting 
period, or other specified services. The most success- 
ful plans have been those in which some element of 
compulsion is found, such as the requirement that 
50 to 75 per cent of an employee group enroll and 
maintain their membership in the plan. 


At the present time, there is a concerted effort 
to extend coverage of the voluntary plans, with 
the belief widely held in professional circles that 
given a length of time these plans will be able to 
meet the problem of the cost of medical care for 
the greater part of the population. Proponents of 
the establishment of a national health insurance pro- 
gram, on the other hand, contend that to cover 
everyone, the adverse as well as the good risks, and 
the agricultural as well as the more highly in- 
dustrialized areas, action by the Federal Government 
is required. 

The growing recognition of the need to improve 
the organization of medical services has been of 
equal importance to the ways and means for break- 
ing down barriers of cost in order to make medical 
services more generally accessible. There has been 
a substantial increase in group practice, where physi- 
cians associate themselves, sharing common space and 
equipment, to provide a service for their patients 
which is more complete than could be provided by 
the individual practitioner. There has been an ex- 
pansion of specially planned programs for certain 
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disease c’.nditions, such as rheumatic fever, and in 
children rheumatic heart disease, hearing defects, and 
orthopedic crippling. Many of these are organized 
by the State health departments as part of their 
maternal and child health and crippled children’s 
programs. 


Maternal and child health services 


The Social Security Act, passed in 1935, provided 
grants-in-aid to State health agencies for the ex- 
tension and improvement of maternal and child health 
services, particularly in rural areas and in areas 
suffering from severe economic distress. Although the 
amount of money made available has been far too 
small to meet the needs of mothers and children 
in these areas, there has been a general strengthening 
and extension of the programs. 

The Emergency Maternity and Infant Care pro- 
gram was administered as part of the maternal and 
child health programs during the war. This program 
provided medical, nursing, and hospital service for 
the wives during maternity and for infants of men 
in the four lowest.pay grades of the armdd services 
and of aviation cadets. It was in operation in all of 
the States, in the District of Columbia, Alaska, 
Hawaii, and Puerto Rico. 

The American Academy of Pediatrics now has 
under way a study of child health services through- 
out the country. This study includes four major 
fields of inquiry: Pediatric education; distribution, 
qualifications, and activities of professional personnel; 
hospital facilities, including outpatient clinics and 
laboratories; and health services for children. This 
study is receiving support and assistance from a num- 
ber of interested governmental and voluntary agencies, 
including the United States Public Health Service 
and the United States Children’s Bureau. 


Health services for children of school age 


There is now pending in Congress proposed legisla- 
tion which would provide assistance to the States 
to enable them to establish and develop school health 
services for the prevention, diagnosis, and treatment 
of physical and mental conditions of school children. 
Correction of defects and conditions likely to inter- 
fere with the normal growth and development and 
educational progress of children would be included. 
The amounts which are proposed are small in com- 
parison with the size of the problem, but will make 
progress possible. 


School lunch programs were begun during the 
depression as a means of disposing of accumulating 
agricultural surpluses. They were continued during 
the war, and in 1946 became a permanent part of 
Federal legislation. 


Health education has been recognized as an in- 


tegral part of the school curricula for many years, 
but there is wide variation in its effectiveness. In 
recent years there has been increased empnasis upon 
programs for the education of mentally and physi- 
cally handicapped children. Emphasis has been 
placed on educating handicapped pupils in regular 
classes wherever possible. Where segregation is 
necessary, effort is made not to separate the handi- 
capped from the non-handicapped pupils any more 
than necessary. There has been a very significant 


growth of: physical education as part of the school — 


curricula. The end of the war has seen a decline 
in formal exercises for “toughening up” purposes, 
however, and more emphasis placed upon recreational 
activities. 
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Control of communicable diseases 


There has been a marked decrease in the incidence 
of communicable disease in recent years. There is, 
however, a great variation among the States in the 
degree to which compulsion is used. Every State re- 
quires that a physician report to the health depart- 
ment all communicable diseases that menace the 
public health occurring in his practice. Health de- 
partments are responsible for instituting control 
measures, such as isolation of cases, quarantine of 
contacts, search for the cause of the disease, and 
such vaccination and other protective measures as 
are indicated. Almost all of the States supply di- 
agnostic laboratory service for communicable diseases 
to physicians and health officers. 


Much progress has been made in the development 
and widespread application of rapid methods for 
treating syphilis and gonorrhea. Intensive in-patient 
treatment of syphilis, employing penicillin in com- 
bination with arsenic and bismuth, has made it pos- 
sible to complete treatment of early syphilis within 
two weeks. Methods have been developed whereby 
the physician in his own office or in a clinic can 
complete treatment of gonorrhea in a few minutes 
to a few hours. 

With the advent of these new methods of treat- 
ment, more emphasis is being placed on case finding. 
As a result, the number of infected contacts brought 
to treatment per new admission to clinic has risen 
for the country as a whole. 

There has been no upsurge in the number of 


persons suffering from tuberculosis as has been the 
case in Europe, but tuberculosis still claims more 
lives than any other disease between the ages 15 
and 35. There is considerable public enthusiasm 
in the United States for mass x-ray programs. As 
a result, more cases are being found when they are 
in the early, curable stage. The tuberculosis pro- 
grams of the Army and Navy have been geared into 
the total national program. 

To Summarize: There are in the United States 
three main health movements looking to the future: 

1. Pediatric concern for all children, physical and 
mental. 

2. Mental hygiene, especially preventive. 

3. Health education, especially for home-making 
and parenthood. 


International Work and International Co-operation 


International co-operation in health matters is of 
great importance. Physical, mental, and social well- 
being is important to the security of all people. The 
unequal development among countries in the promo- 
tion of health and control of disease, especially com- 
municable disease, is a common danger. 

Women physicians, both as women and as physi- 
cians, must find ways of making their influence felt, 
through voluntary association of professional groups 
in meetings such as this one, as well as through 
the channels of official organizations—the United 
Nations Economic and Social Council and the World 
Health Organization. 


PEOPLES SECTION FOR THE UNITED NATIONS 


American Association for the United Nations 


“Understanding comes first and then action based 
on knowledge.” Such is the credo of the Peoples 
Section for the United Nations which seeks to 
develop informed public opinion on United Nations 
issues. 

Growing out of the seed planted by a Boston 
newspaperman, Carlyle Morgan, the Peoples Section 
has sprouted since its formation in January 1947 
in 47 States, encompassing both discussion groups 
and individual members. It is on the road to serving 
as a channel of communication between the people 
of this country and the State Department, United 
States officials on the United Nations, as well as UN 
officials themselves. 

Lecturers and speakers who travel from coast to 
coast report that one of the leading questions put 
to them is “What can I do to help the UN? What 
can I do to help make it work?” The Peoples Section 
provides an answer because every member can be- 
come a force—an expression of opinion on matters 
facing the internations organization. Mr. Morgan 
had such a thought in mind when he wrote his 
original article, proposing individual membership in 
UN, to which he received an overwhelming response. 
The future of this peoples group leaves the door 
open to an assembly some day where the citizens of 
the world can meet as individuals, constituting a 
regular organ of the United Nations. 

For the present, the Peoples Section is an aid to 
developing public opinion. Each month a question 
based on an important issue before UN is released 
to members for study and discussion. Views sub- 
mitted are carefully analyzed at the headquarters 
of the American Association for the United Nations, 
trustee for the Peoples Section, and summary reports 


are prepared, which are passed on to United States 
and UN officials. Objective background material 
accompanies each question-of-the-month. These ques- 
tions thus far have included the problem of relief, 
International Trade Organization, human rights, 
Greece, disarmament and the atom, and Palestine. 

Ambassador Warren R. Austin, chief U. S. delegate 
to the UN, in commenting on the Peoples Section, 
pointed out that “it is especially necessary that the 
American people understand what they want the 
United Nations to accomplish and that they be stead- 
fast in their determination to support the common 
agreements essential to realization of constructive 
goals. The Peoples Section sponsored by the Ameri- 
can Association for the United Nations, in my 
judgment, has great promise for an informed public 
opinion and participation.” 

From its national headquarters at 45 East 65th 
Street in New York, 21, the AAUN carries on edu- 
cational programs on behalf of UN. Numbered 
among its officers are Sumner Welles, Dr. C.-E. A. 
Winslow, Clark M. Eichelberger, James T. Shotwell, 
Mrs. Emmons Blaine, and Mrs. James Lees Laidlaw. 
As guardian for the Peoples Section, the AAUN 
has provided for the people of the United States an 
opportunity to speak to UN. 

Membership in the Peoples Section is unrestricted. 
An individual may join, a discussion group may 
join, a family may join, or an existing organization 
may join. Each classification pays the same—$1 
yearly. Opinions on each question-of-the-month may 
be gathered through discussion or through polling 
of members in any Peoples Section group by means 
of bulletins or newsletters. 
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Informacion Puericultora 


DR. DOLORES CANALS 


Office of International Information and Cultural Affairs 


“Informacion Puericultora”’, the short wave radio 
journal on pediatrics and child care which I prepare 
for the Office of International Information and Cul- 
tural Affairs, was started three years ago for the 
purpose of giving information on current develop- 
ments and achievements in this field in the United 
States, to professionals of Latin America. 

The word “puericultora” is derived from two 
Latin nouns: puer (child) and cultura (cultivation) 
and it is used in most Latin countries, including 
France, Italy, Spain, Portugal, as well as in Latin 
America, and also in Belgium and Switzerland, to 
designate the science that co-ordinates the different 
specialties concerned with the young normal child. 
Its close relations with pediatrics, child psychiatry, 
child welfare, etc., are the consequences of Puericul- 
tora’s concern with the triple aspect of the child’s 
essential needs: physical, mental-emotional, social. 

“Informacion Puericultora” covers then a rather 
wide field. It reports to its listeners on such sub- 
jects as research, special projects, new techniques, 
etc., within this field. Each weekly lecture, broad- 
cast every Sunday at nine-thirty p.m., through the 
facilities of the Columbia Broadcasting System, pre- 
semts one subject only. Copies of the scripts are sent 
upon request to organizations or to individuals and, 
when permission is secured, may then be used as 
lectures to professional groups, reprinted in journals, 
or integrated into specialization courses in universi- 
ties, etc. When available, copies of the whole series 
are mailed to libraries and to other institutions or 
societies requesting them. Listeners interested in se- 
curing further information about certain subjects, 
or those who desire to secure bibliographies or to 
make contacts with a United States agency, a group, 
or an individual doing a particular type of work, 
can write directly, stating the request. 

Letters asking for such additional information, 
advice, etc., are received regularly and in increasing 
numbers from those concerned with the health, edu- 
cation, and welfare of the young child: pediatricians, 
child psychologists, children’s hospitals, nursing 
schools, educational associations, maternal and child 
departments, health organizations, etc. These letters 
are answered directly and when necessary reference 
is made to the proper channels. 

The co-operation of many agencies, both govern- 
ment and private, has made possible the establishment 
of the desired contacts, the sending of special ma- 
terials, etc. While the greatest bulk of the corres- 
pondence comes from professionals, there are many 
other people who write in relation to the program. 
For instance: A furniture factory in Argentina wants 
to know more about the modern concept of specialists 
on children’s furniture. A mayor of a small town 
in Venezuela requests a plan for pasteurization of 
milk on a small scale. A laboratory in Chile is 
interested in the methods used in the United States 
for RH factor determination. A teacher in Mexico 
asks permission to use our material on school health 
for a course in a teachers’ college. A lawyer in 
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Brazil wants a bibliography on the relation of lawyer 
and psychiatrist and one on modern juvenile court 
procedures. Direct contact with all these people and 
with the government and private agencies of each 
country enables us to realize their needs and their 
particular interests. The planning of the program 
takes these factors into consideration. Because of 
the persistent suggestion of many groups, for instance, 
the tone of the lectures has been broadened, so that 
a larger number of people can use them effectively. 
Also, at the request of many specialists, I have 
prepared a larger number of lectures on subjects that 
they seem particularly anxious to follow: research, 
aspects of the integration of child psychology into 
pediatric practice, child psychiatry, group care of 
children, especially in rural areas, obstetrics, and 
parent education. Of course, a thorough knowledge 
of the culture of all the countries reached by the 
broadcasts and of the professional levels and organi- 
zation of their specialists is necessary to find the 
common denominator that makes the lectures useful 


In 1944, after a few weeks on the air, “Informa- 
cion Puericultora’” was translated into Portuguese 
for the Brazilian audience. Later, requests were re- 
ceived for local re-broadcasts from Colombia, Chile, 
Bolivia, and Uruguay. Since 1946, some of the 
lectures have been re-written and adapted for use 
in the university program for Italy; others have 
been adapted for France, Germany, etc. This has 
had many fruitful results, such as speedy publication 
of certain hospital techniques, international contacts 
of similar groups, interchange of experience, awak- 
ening to new possibilities, help in information, etc. 

In Latin America, where “Informacion Puericul- 
tora” has been broadcast weekly for three years, the 
program partly fills the need for developments in 
this field in the United States. Many young specia- 
lists now look to the United States for guidance. 
During the war, this was practically the only country 
where work could be pursued without interruption. 
Many physicians now come here for post-graduate 
courses and specialization, whereas years ago they 
would have studied in France, Germany, or Spain. 
But many professional journals published in the 
United States are too expensive: for the average 
Latin American professional, and there is the lan- 
guage barrier also. I hope that this situation can 
be bettered in the near future. 

May I extend to the readers of the Journal of 
the American Medical Women’s Association the 
most cordial invitation to participate in the develop- 
ment of “Informacion Puericultora” by keeping us 
informed about their work in relation to pediatrics, 
child psychiatry, and maternal and child health 
generally. Because of limited facilities, it is impos- 
sible for us to keep abreast of every development, 
but this Journal through its recognition of interna- 
tional affairs gives an opportunity for inter-American 
co-operation to which I am sure many specialists will 
respond. 


a 
. 
to 
gis 
a 
. 


AND CARROLL BIRCH d LCa 


] On August 1, 1925, food was placed in the stomach of Alexis St. Martin by Dr. Beaumont. 


On August 1, 1849, Cholera claimed one in 36 of the entire population of the city; (Chicago) thirty 
deaths were reported. 


2 Northwestern University Woman’s Medical School was founded August 2, 1870. 


3 Dr. Green Vardiman Black was born in Scott County, Illinois, August 3, 1886. He was Dean of the dental 
department of Northwestern University, which became the largest dental school in the world. 


4 Walter Fleming of Schwerin, Germany, was born April 24, 1843, and died August 4, 1905. He made 

important observations in histology on the finer structures of protoplasm and of cell division. Most not- 

able is his study of Karyokinesis announced in 1880. General acceptance of his epigram “omnis nucleus e nuc- 
leo” (every nucleus comes from a nucleus) soon followed. 


5, The Chicago Medical Society was organized August 5, 1878. 


Birthday Greetings to Dr. Ellen C. Potter, 13th President of the American Medical Women’s Association: 
1929-1930. 


6 The first official announcement of medical education in Canada is contained in the minutes of the Mon- 

treal General Hospital under date August 6, 1822. The entry reads: “That Dr. Stephenson be allowed 

to put in advertisement for lectures next winter that they will be given at this hospital’. Out of these lectures 
arose McGill Medical Faculty with Dr. John Stephenson as the first registrar. 


7 Syphilis, under the name of “evil packs”, was first mentioned in print on August 7, 1495, in an edict 
of Emperor Maximillian, who believed syphilis was sent by God in punishment for blasphemy. 


8 The earliest existing diploma granted in England is dated August 8, 1497. The recipient was Robert 
Anson. 


Lister’s article “On the Antiseptic Principle in the Practice of Surgery” was read before the British Med- 
ical Association in Dublin on August 9, 1867. 
Koch’s announcement of the preparation of tuberculin was made August 9, 1890. 


10 On August 10, 1892, the first case of Cholera in the epidemic of Hamburg was reported. 


1] Richard Mead of London was born August 11, 1673. He made an early study of snake venoms and small 
pox inoculation (1721) and also proposed a system of medical police. Declaring the plague at Mar- 
seilles to be contagious he induced the government to quarantine against it, the first English quarantine. 


12 A law was passed abolishing medical schools in France, August 12, 1792. 


13 On August 13, 1896, Dr. Fridtjof Nansen of Norway returned from an Arctic expedition after an ab- 
sence of more than three years. The most northerly point reached by him was 86° 14’ N latitude or 200 
miles nearer the pole than had been reached before. 


14 Carlos Finlay surmised the transmission of Yellow Fever by the mosquito, Stegomyia fasciata, on August 
14, 1881. 


15 William Duhamel, an American physician, was born in Maryland in 1827. He attended all occupants 
of the White House during three presidential terms and was chief physician to the United States prisons 
in the District of Columbia for ten years He died in Washington, D. C. on August 15, 1883. 


16 St. Roch, the son of wealthy parents was born August 16, 1327, in Montpellier, France. While on a 
pilgrimage to Rome, passing through Aquapendente where the plague was raging, Roch stopped and 

helped nurse the sick who miraculously recovered under his ministrations. St. Roch became one of the favorite 

plague saints and shares with St. Sebastian the most honored place in plague pictures and plague churches. 
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Calendar FOR AUGUST 


17 The practice of astrology and divination originally spread from Babylon to Greece and thence to the 


Roman Empire. It carried on into the Middle Ages as an active aggressive cult and was taught in the 4 
medical faculties. The obsession permeated all diagnostic and therapeutic thought. Thus, in the Mohammedan E: 
practice it was taught that “cupping is most effective at the wane of the moon, and with the weather at set- a 
fare preferably the 17th of the month on a Tuesday.” x 
18 On August 18, 1938, Dr. Edith McBride Dexter was awarded the Meritorious Service Medal of the Com- = 

monwealth of Pennsylvania by Governor George H. Earle for distinguished services in the disastrous a 
floods of 1936 and for work on pneumonia control. : a 

Virginia Dare, first child of English parents in the Colony of Virginia, was born on Roanoke Island, rr: 


August 18, 1587. 


19 _ Elisha Mitchell, an American chemist, was born August 19, 1793. He first ascertained that the mountains 


of North Carolina are the highest east of the Rocky Mountains. He was professor of Chemistry at 
University of North Carolina. 


20 August 20 is known as Mosquito Day. 


21 = The first patient was admitted to the New York Hospital on August 21, 1793. 


22 
23 


The sweating sickness appeared first in England after the battle of Bosworth, August 22, 1485. 


Sir Astley Cooper of London was born August 23, 1768. He was the most popular and successful Eng- 
lish surgeon of his period. 


24 Dr. Benjamin Church, the first surgeon-general of the American Army, was born at Newport, Rhode Is- 
land, August 24, 1734. In 1773 he was the orator at the “Commemoration of the Boston Massacre.” 


When the war began he was appointed physician general of the army with the title “Director-General and Chief 
Physician” with a stipend of four dollars a day. 


25 Theodor Kocher of Bern, Switzerland, was born August 25, 1841. Among the specialties which won him 


the Nobel Prize in 1909 are thyroidectomy, the surgery and physiology of other ductless glands, and the 
surgery of the brain and spinal cord. 


26 Antoine Laurnet Lavoisier of France was born August 26, 1743. Lavoisier’s brilliant investigations as a a 

chemist yielded the most important information in the study of the circulation since Harvey: the deter- Be: 

mination of the heat relations in respiration and of the function of oxygen. His career was cut short by his | 

execution during the French Revolution. Ee 
27 On August 27, 1872, Robert Battey of Augusta, Georgia, performed the operation of oophorectomy. 

Dn Lazear inoculated Dr. Carroll with an infected mosquito on August 27, 1900. This experiment proved a 

that the mosquito was the carrier of Yellow Fever. i. 

28 Glasgow Cowpock Institute was opened August 28, 1818. 7 


29 Oliver Wendell Holmes, American physician, surgeon, and author was born in Cambridge, Mass., Au- 
gust 29, 1809. He wrote voluminously both in prose and verse. His most original work is ‘The Autocrat 
of the Breakfast Table” which appeared in the Atlantic Monthly. 


30 Joseph Meredith Toner, an American physician, was born in Pittsburgh, Pennsylvania, on August 30, 1825. 

He was the originator of the American Medical Association Library, founded in Washington in 1868, 
which became a part of the Smithsonian Institution. He was the author of numerous medical works. In 1882 
he presented his library of 26,000 volumes and 18,000 pamphlets to the United States government. 


3] Dr. Mary Putnam Jacobi was born August 31, 1842, and died June 10, 1900. She was the first woman 

member of the New York Pathological Society and the first woman Fellow of the New York Academy 
of Medicine. In 1893, she was active in bringing about the opening of the Johns Hopkins Medical School on 
a fair basis of equitable privileges for men and women. 
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ORGANIZATION 


Official Reports and Announcements of the Association 


PRESIDENT’S MESSAGE 
Our Creed 


In my greetings to you last month I gave you 
our slogan for the year, “Work.” 

I now give you our creed. “We Believe in Med- 
ical Women.” 

If we believe in a woman we do so, first, because 
we trust her intrinsic personality, and second, be- 
cause the products of her activities are worthwhile 
and indispensable. 

The medical profession bears the proud distinc- 
tion of being the most humanitarian of all. This, 
of course, does not mean that every person who is 
privileged to write M.D. after the name is possessed 
of more beneficence than other people, but medical 
people are exposed continually to contacts with 
ultrahumanitarian ideas and have the responsibility 
of maintaining high standards. 

Ever since Elizabeth Blackwell, attired simply in 
her black dress in order not to attract unfavorable 
attention, said: “It is hard, with no support but a 
high purpose, to live against every species of social 
opposition,” medical women have walked simply and 
carried high purpose in their hearts. 

Ever since Elizabeth Blackwell bowed before the 
faculty to receive her diploma with the words: “With 
the help of the Most High it shall be the endeavor 
of my life to do honor to the diploma you have 
conferred upon me,” the medical woman has con- 
ducted herself as a leader in humanitarian move- 
ments. 

This has been recognized by society, which favors 
her when choosing members of committees to con- 
duct reforms in social life, and by governments, 
which have conferred upon her badges of distinction 
and honor for her achievements when placed in 
positions of authority. 

Our endeavors this year are to revive the mem- 
ories of these fine accomplishments, to solidify the 
oneness of the general high purpose of medical 
women, and to re-embody an approved design of 
achievement in the field of medicine. 


BLACKWELL MEMORIAL DRIVE 


The nineteenth century provides a record teeming 
with the beginnings of important projects and inno- 


vations through the 


development of which the 


twentieth century stands out as the greatest of any 


time since the world began. 


This year especially is a centennial year for medi- 


cine. 


It is a centennial for anesthesia—chloroform 


was first used; it is the centennial for organized 
medicine—the American Medical Association came 
into being; but of peculiar interest, it is the centen- 
nial of the entrance of women into the medical 
field—Elizabeth Blackwell entered medical school in 
Geneva, in November 1847. 
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No matter how often one repeats the statement 
that one hundred years ago there was not a woman 
M.D. in any country in the world, this fact is so 
startling that there is no room for it in with our 
modern mental furniture. It was in the last half of 
the nineteenth century that women in medicine be- 
gan to make history. Starting with the graduation 
of Elizabeth Blackwell in 1849 the number of medi- 
cal women grew, until in 1870 there was a census 
of 527 medical women practicing in our country. 
In spite of all obstacles and dearth of opportunities 
there had been an average increase of 25 women 
doctors each year. 

With snowball-like growth, the increase from 1870 
to 1900 was phenomenal. In 1880 the number of 
medical women was 2,432. In 1890 the number had 
grown to 4,557, and in 1900 it reached 7,387. The 
yearly average increase in the last decade of the 
nineteenth century was 283, an increase greater 
than the number of women graduated i in any one year 
in the twentieth century, the nearest approach being 
in 1941 when 280 women graduated. In fact, during 
these first 47 years of the twentieth century the 
medical woman, in so far as numbers are concerned, 
has done little better than hold her own. 

There are many reasons why the number of 
medical women in our country has remained station- 
ary for the past nearly fifty years and there are an 
equal number of plans that have been suggested to 
remedy this situation. However, before choosing any 
plan, it might be well to study the methods used by 
our pioneers who succeeded in spite of the disapproval 
of their sex, their inability to enter medical schools 
and hospitals, and their disbarment from all medical 
societies. In their struggle they made use of a most 
potent weapon, women’s medical schools and hospitals 
staffed by women. In the 60’s and 70’s women’s 
medical schools sprang up like mushrooms. Due to 
the segregation thus imposed upon them women in 
medicine developed a unity that was lost when later 
co-education spread and women’s medical schools 
closed. 

This weapon although rusty from insufficient use 
is still a powerful one. Out of all of these women’s 
medical schools only one remains—the Woman’s 
Medical College of Pennsylvania, Philadelphia. Es- 
tablished in 1850, it is an A grade school; its dean, 
a woman, is a member of the American Medical 
Association Council on Education and Hospitals; 
nearly all of its departments are headed by women 
physicians, and it graduates from 30 to 40 women 
students every year. Comparing these graduates with 
the women graduates in the co-educational schools, 
each one of the co-educational schools makes a poor 
showing of women graduates. The medical schools 
of Wisconsin and Michigan State Universities furnish 
the largest number of women graduates, but in 1946 
there were only eight in each. 

It lies in the power of the medical women them- 
selves to change this situation. It is quite possible 
for them to build up the Woman’s Medical College 
until 100 graduates are sent out every year and until 
every department is headed by a woman. 
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The only thing that is needed to accomplish this 
is a ten million dollar endowment—five millions 
to build housing facilities and the interest on five 
millions for increased salaries and teaching materials. 

The Blackwell Memorial Hall and Medical Wo- 
men’s Library for which the American Medical 
Women’s Association is raising money will be a 
beginning, though a small one, in this proposed 
plan for expansion. 

To secure that powerful unity that actuated 
medical women in the nineteenth century, every 
member of the American Medical Women’s Associa- 
tion has been asked to become a member of its 
Committee of the Medical Women’s Library and 
Memorial Building Fund. To help them work in 
their own communities, where for years they have 
been key citizens, they will be provided with enve- 
lopes filled with Blackwell stamps and literature 
relating to it. Through the distribution of the 
Blackwell Stamps, the public will have an opportunity 
to show its regard for women in medicine. It has 
never failed them and will not now do so. 

—Bertha Van Hoosen, M.D. 


BRANCH SIX, NEBRASKA 


Nebraska Branch 6 of the American Medical 
Women’s Association held a tea at the home of Dr. 
Christine Erickson-Hill, Council Bluffs, Iowa, on 
June 29, 1947. 

Guests were medical students from Creighton 
School of Medicine, and the University of Nebraska 
School of Medicine. Out of town guests were Drs. 


Florence R. Sabin, M.D.—1333 E. 10th Ave., Denver 3, 
Colorado. M.D., Johns Hopkins University, 1900. Member 
of County Medical, American Assn. Anatomists, American 
Assn. Physiology. Specialty: Anatomy. Endorsed by Drs. 
Elfzabeth Bass and Marie Dees Mattingly. Life Member- 
ship in American Medical Women’s Association given as 
a tribute to Dr. Florence Rena Sabin by Elizabeth Bass, 
M.D., with appreciation and affection. No. 223. 


CALIFORNIA 

Patricia E. Dunklee, M.D.—4107 Arden Way, San Diego 
3, California. M.D., Univ. of Colo., 1945. Member AMA, 
County Medical. Specialty: General Practice. Endorsed 
by Drs. Anita M. Muhl and Berenice Stone. 

Margaret Holden Jones, M.D.—1800 West 6th St., Los 
Angeles 5, Calif. M.D., Cornell University, 1933. Member 
AMA, County Medical, American Academy of Pediatrics, 
American Public Health Association. Specialty: Pedia- 
trics. Endorsed by Dr. Zoe Allison Johnston. 

Beryl Seike, M.D.—328 Scenic Ave., Piedmont 11, Calif. 
M.D., Univ. of California, 1935. Member of County Medical, 
AMA. Endorsed by Dr. Dorothy W. Atkinson. 

Helen M. Trotter, M.D.—4630 Harbinson, La Mesa, 
California. M.D., Univ. of Chicago, 1940. Member of 
County Medical. Specialty: Pediatrics. Endorsed by Drs. 
Berenice Stone and Anita M, Muhl, 


GEORGIA 
Melvis O. Corbitt, M.D.—1309 Holden St., Augusta, Ga. 
M.D., Georgia, 1932. Member of County Medical. Spec- 
ialty: Obstetrics. Endorsed by Drs. S, Elizabeth Fletcher 
and Ethel Polk Peters. 


ILLINOIS 

Vera Morkovin, M.D.—3443 W. Jackson, Chicago 24, 
Illinois. M.D., Rush, 1942. Member of AMA, County 
Medical. Specialty: Surgery. Endorsed by Drs. Augusta 
Webster and Ethel M. Davis. 

Irma F. ‘Weinstock, | ago 
15, Illinois. M.D., Univ. of Berlin and Heidelberg, Ger- 
many, 1922. Member of County Medical, Chicago Medical 
Society. Specialty: Dermatology. Endorsed by Drs. Ber- 
tha Van Hoosen and Martha Rosin. 


MINNESOTA 


Dorothy Macy, Jr., M.D.—c /o Mayo Foundation, Ro- 
chester, Minn. M.D., Woman’s Medical College of Pa., 
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NEW LIFE MEMBERS 


NEW ACTIVE 


Nelle S. Nobel and Virginia Thompson, both of 
Des Moines. 
Dr. Nobel talked on the functions and committees 
of the American Medical Women’s Association. 
Elinor E. Marsh, M.D., Secretary 


YOUR EDITORS ASK ... 


Have you answered the questionnaire on page 349 
of the July Journal? Have you mailed your reply 
to Dr. Helen Schrack, 216 No. Fifth St., Camden, 
N. J.? If not, please do so at once as we are most 
anxious to have your criticisms and suggestions. 

Are you planning to attend any of the following 
meetings ? 

Amer. Assoc. of Obstetricians, Gynecologists and 
Abdominal Surgeons, Hot Springs, Va., Sept. 4-6. 

Amer. College of Surgeons, New York, Sept. 8-12. 

Amer. Congress of Physical Medicine, Minneapolis, 
Sept. 2-6. 

Amer. Congress of Obstetrics and Gynecology, St. 
Louis, Sept. 8-12. 

— Roentgen Ray Society, Atlantic City, Sept. 


Amer. Public Health Association, Atlantic City, 
Oct. 6-10. 

If so, please send Assistant Editor Reid a post card 
(she would like to know). Her address is One 
Madison Avenue, New York 10, N. Y. 

Will you send your suggestions regarding Child 
Health and Welfare Activities as requested by Dr. 
Dolores Canals (see page 385 of this —s, Her 
address is 306 East 58th St., New York, N. 


Nelle Thomas Schultz, M.D.—106 N. Taft St..Humboldt, 
Iowa. (Already an active member). No. 224, 

Helen Ilona Heiman, M.D.—15 West 81st St., New York 
24, N. Y. (Already an active member). No, 225. 

Dorothy M. Rogers, M.D.—50 Cooper St., Woodbury, 
N. J. No. 226. 


MEMBERS 


1944. Member of AMA, County Medical. Endorsed by Drs. 
Della D. Drips and Lois A. Day. 


NEW JERSEY 
Marie Idelcowitz, M.D.—123 Main St., South River, 
N. J. M.D., Univ. of Vienna, 1933. Member of County 
Medical. Endorsed by Drs. Rita S. Finkler and Sylvia 
Becker. 


Emma Dowling Kyhos, M.D.—314 Hillside Ave., Nutley 
10, N. J. M.D., Univ. of Wisconsin, 1931. Member of 
AMA, County Medical. Specialty: Nutrition, Industrial 
Medicine. Endorsed by Drs. Ruth St. John and E, P. 
Brown. 

NEW YORK 
(Continued from July Journal) 

Z. Rita Parker, M.D.—115 East 61st St., New York. 
M.D., Cornell Univ., 1924. Member of AMA, County 
Medical, American Psychoanalytic Association, New York 
Psychoanalytic Society, New York Clinical Psychiatry, 
American Psychiatric Association. Specialty: Psychiatry. 

Geraldine Pederson-Krag, M.D.—103 E. 91st St., New 
York. M.D., Westminster Univ., 1927. Member of County 
Medical, New York Psychoanalytic Society. Specialty: 
Psychoanalysis. 

Sophie Rabinoff, M.D.—166 E. 96th St., New York. 
M.D., Woman’s Medical College of Pa., 1913. Member of 
AMA, County Medical, Fellow American Public Health 
Association. Specialty: Public Health, 

a Raia, M.D.—7901 35th Ave., Jackson Heights, 
N . M.D., P & S Columbia, 1926. Member of AMA, 
Medical. Specialty: Pediatrics. 

Marie Louise Rie, M.D.—30 E. 60th St., New York. 
M.D., Paris, France, 1940. Member of County Medical. 
Specialty: Pediatrics, Allergy. 

Ellen Reiner, M.D.—35 E. 84th St., New York. M.D., 
University of Prague, 1926. Member of AMA, County 
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Medical, Bronx Dermatology Society. Specialty: Derma- 
tology, Syphilology. 

Adelaide Romaine, M.D.—35 West 9th St., New York. 
M.D., Cornell, 1929. M mber of County Medical, Amer- 
ican Association of Industrial Physicians and Surgeons. 
Specialty: Industrial Medicivre. 

Frances Bailen-Rose, M.D.—44 East 67th St., New 
York. M.D., New York University, 1938. Member of 
AMA, County Medical. Specialty: Internal Medicin:. 


Annis E. Thomson, M.D.—34 East 51st St.. New York. 
M.D., Univ. of Toronto, 1921. Member of AMA, County 
Medical, Academy of Medicine, N. Y. Neisserian N. Y. 
Branch, American Society Bacteriologists. Specialty: 
Bacteriol 

Anna Harvey Voorhis, M.D.—45 Pintard Ave., New 
Rochelle, N. Y. M.D., Woman’s Medical College of New 
York infirmary, 1893. Member of AMA, County Medical, 
New York State, Yonkers Academy of Medicine. Specialty: 
Obstetrics and Gynecology. 

Alice Waterhouse, M.D.—8657 Midland Parkway, Ja- 
maica, L. L, N. Y. M.D., Univ. & Bell-Hospital Medical 
College, 1929. Member of County Medical Harvey Soci ty, 
American Public Health Association. Specialty: Public 
Health. 

Mary Anne Wolf, M.D.—160 West 77 St., New York. 
M.D., University of Vienna, 1926. Member of AMA, County 
M dical. Congress Physical Medicine. Specialty: Physical 
Medicine. 

Tryphosa R. Worcester, M.D. 

New York. M.D., University of Michigan, 1925. Member 
of AMA, County Medical, American Academy of Derma- 
tology and Syphilology. Specialty: Dermatology and 
Syphilology. 

Ethel Emerson Wortis, M.D.—145 East 74th St., Now 
York. M.D., P & S Columbia, 1927. Member of AMA, 
County Medical, New York Heart Association. Specialty: 
Internal Medicine. 

(Above members from New York have been endorsed by 
Drs. Leoni N. Claman and Elaine P. Ralli.) 

Victoria A. Bradess, M.D.—80 Ralph Ave., White Plains, 

Y. M.D., New York Medical College, 1946. Specialty: 
Resident in Pathology. Endorsed by Drs. Elaine P. Ralli 
and Georgia Reid. 

Gertrude Felshin, M.D.—888 Park ave. New York City. 
M.D., New York Univ.-Bellevue, 1924. Member of AMA 
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County Medical. Specialty: Pediatrics, Allergy. Endorsed 
by Drs. Elaine P. Ralli and Georgia Reid 

Margaret A. Doerr Muendel, M.D.—9437 212th St., 
Queens Village, N. Y. M.D., Univ. of Pa., 1923. Member of 
AMA, Queens Medical Society. Specialty: Pediatrics and 
Obstetrics. Endorsed by Drs. Elaine P. Ralli and Leoni 
Claman. 

Lucy Shimmerlik, M.D. , Long Island City 
5. N. Y¥. M.D., Univ. of Prague, 1923. Member of AMA, 
County Medical. Specialty: Gynecology and General Prac- 
tice. Endorsed by Drs. Elaine P. Ralli and Georgia Reid. 

Beatrice S. Slater, M.D.—15 West 75th St., N. Y. 23, 
N. Y. M.D., New York Univ., 1940. Member of AMA, 
County Medical. Specialty: Pediatrics. Endorsed by Drs. 
Elaine P. Ralli and Georgia Reid. 

Myrtle M. Wilcox Vincent, M.D. 
hamton, N.Y. M.D., Univ. of Buffalo, 1932. Member of 
AMA, County Medical, Alpha Omega Alpha, James A. 
Gibson Anatomical Society. Endorsed by Drs. Helen G. 
Walker and Jennie Klein. 


OHIO 
Hortense B. Schmitz, M.D.—10465 Carnegie, Cleveland, 
Ohio. M.D., Western Reserve University, 1939. Member 
of AMA, County Medical. Specialty: Tuberculosis. En- 
dorsed by Drs. Faith W. Reed and G. E, Haskins. 


Sylvia Bubis, M.D.—White Cross Hospital, Columbus, 
Ohio. M.D., U. of Michigan, 1939. Member of AMA, 
County Medical. Endorsed by Drs. G. E. Haskins and F. 


Reed. 
PENNSYLVANIA 

Lucille Tucker Greene, M.D.—412 N. 12th St., Reading, 
Pa. M.D., Woman's Medical College of Pa., 1933. Member 
of County Medical. Endorsed by Drs. Margaret Hassler 
and Catharine MacFarlane. 

Persis Straight Robbins, M.D.—160 Pleasant St., Brad- 
ford, Pa. M.D., Johns Hopkins, 1906. Member of AMA, 
County Medical. Endorsed by Drs. Catharine MacFarlane 
and Mary Riggs Noble. 


WISCONSIN 
Neville Bielefeld, M.D.—2809 N. 56 St., Mil- 
waukee 10, Wis. M.D., Marquette U., 1933. Member of 
AMA, County Medical. Endorsed by Drs. Edith McCann 
and Katharine H. Baird. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
APPLICATION FOR MEMBERSHIP 


Associate. No dues 


[_] Active. $5.00* 
(Active, associate, and life members receive the official publication. Active and life members receive 


membership in Medical Women’s International Association.) 


[_] Life $100. ** ($50 in two payments) 


Dr. 


(Please print name as you wish it to appear in Year Book) 


Address 


Medical School 


Year of Graduation 


Other Degrees 


State 


Licensed in County 
Member County Society — Yes [] No[_] 


Fellow A. M. A. — Yes No 


Specialty 


Place of birth—City State 


Specialty Board — Yes No[_] 
Single; Married; Widow. 


Date of Application Signature 


Endorsed by (No endorsers necessary if applicant is a member of a County or State Medical Society) 


1 


2 


M.LD., Member AMWA 
M.D., Member AMWA 


Nore: Make check payable to American Medical Women’s Association, Inc. 
Mail this blank and check to Treasurer, MARY RIGGS NOBLE, M.D., Bowmansdale, Pennsylvania 


*Effective January 1, 1948. Dues for 1947 are $3.00 


**Effective January 1, 1948. Life membership for 1947 is $50 ($25 in two payments). 
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QUEEN OF GREECE VISITS A.W.H. POLYCLINIC AT KOKKINIA 


Queen Fredericka, wife of King Paul I of Greece, shown outside the 
American Women’s Hospitals Polyclinic at Kokkinia on a recent visit. With 
her are the Mayor of Kokkinia and nurses and doctors of the Clinic. Queen 
Fredericka has been a good friend to the A.W.H. over many years and her 
interest in the work carried on in Greece has been of great benefit to this 
service. 


J.A.M.W.A.—Aueust, 1547 
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Opportunities for Medical Women 


H. E. THELANDER, M.D. 


Another book of particular challenge to women 
and their role in the health program has appeared, 
this time from England. It is called “Child and 
Adolescent Life in Health and Disease,” a title which 
does not adequately convey the contents of the book. 
The book was unquestionably inspired by the same 
feeling as prompted the Study of Child Health Serv- 
ices by the Academy of Pediatrics in this country. 
In the preface the author states: “Study of the past 
reveals how at first the community was less concerned 
with affording children protection than with safe- 
guarding itself from the excesses of vagrant and 
homeless youth.” The author then gives a brief 
history of the development of child care in England. 
It covers legislation, medical education, public and 
private education, and the welfare agencies. It even 
has a chapter on the child in war which deals with 
evacuation and how this was handled. 

The book should be of particular interest to women, 
for with their humanistic viewpoint they can add a 
very great deal to bringing about the fruition of the 
work with children. Again quoting from the book: 
“Success in this will be achieved only if sectional 
interests are discarded and that all who are in any 
way concerned with child life and health pool their 
experience and endeavor.” . .. “The present day 
picture of the provision for the care of child life and 
health can be compared to an unfinished jig saw 
puzzle. Each piece of the puzzle has its own historical 
background. Many have been pieced together to 
form a recognizable part of the picture. The puzzle 
has not, however, been completed. Isolated pieces 
remain to be properly placed. Others have been 
dubiously inserted. Some are missing.” (What ap- 
plies to children might equally well apply to adults.) 
In every community of considerable size will be 
found medical women whose time is in greater or 
lesser part devoted to homemaking, rearing children, 
or other tasks which prevent them from a fulltime 
medical appointment or private practice. Such a 
medical woman with her training and background 
of experience has a unique opportunity to help 
develop and integrate the health and welfare work 
at a local level. This is an opportunity that is often 
not grasped, yet every community necds such an 


experienced person to aid in health programs for 
institutions, for health development in the schools, to 
help in selecting library books on health, to speak to 
lay groups on health problems and innumerable other 
related problems. In other words, she can help com- 
plete the jig saw puzzle in her own community. 


Opportunities for Medical Women 


Internships for two women doctors are available 
at The Jamaica Hospital, Van Wyck Blvd. & 89th 
Ave., Jamaica, Long Island, N. Y. Applications 
should be addressed to F. C. Leupold, Superintendent. 
The hospital has 185 beds and 42 bassinettes; ap- 
proved for internship by the American Medical 
Association and American College of Surgeons; mem- 
ber of American Hospital Association and all local 
and state hospital bodies; offers rotating internship 
of twelve (12) or twenty-four (24) months; supplies 
full maintenance, uniforms, and cash allowance of 
$75 a month; offers out-patient experience and 
laboratory work; maintains ambulance service; prefer- 
ence given to applicants who can call for a personal 
interview. All must enclose recent photograph with 


application. 
* * * 


Dr. Henry R. Sims, President of Winthrop College, 
Rock Hill, South Carolina, advises that his institution 
is in need of a fulltime woman physician and that 
“Winthrop is the South Carolina College for Women 
with an enrollment this past session of over 1550 
students. We have a well equipped and adequately 
staffed Infirmary. We want a physician who has 
had sufficient experience to enable her to assume 
responsibility for physical examinations and to handle 
illnesses of all kinds except those of a surgical na- 


ture.” 
* * 


Position Wanted 


Ex-Navy physician wishes position in Industrial 
Medicine and Surgery or Assistantship in surgery. 
Middle East preferred. Licensed in Nebraska, Michi- 
gan, Indiana and Iowa. Write Journal of American 
Medical Women’s Association, 1517 Center St., Apt. 
3, Little Rock, Arkansas. 


New ConstITUuTION 

A copy of the new Constitution of 
the American Medical Women’s As- 
sociation, adopted at the annual meet- 
ing in June 1947, is being mailed to 
each active member as a supplement 
to this issue of the Journat. Extra 
copies may be obtained by writing Dr. 
Mary Riggs Noble, Bowmansdale, 
Cumberland County, Pa. 
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Dr. ANNA Darrow, one of our own pioneers, 
who started practice nearly fifty years ago in 
the Everglades of Florida, was one of the artists 
awarded a $1000 war bond in the “Courage and 
Devotion” contest held by Mead Johnson Com- 
pany as part of the American Physicians Art Asso- 
ciation exhibit in Atlantic City this June at the 
100th Anniversary of the American Medical Asso- 
ciation. Her picture in oils represents the young 
woman physician arriving in her Ford at a cabin 
to deliver an expectant mother. The path is barred 
by a coiled rattlesnake, but the snake is held at 
bay by a huge, white, angry hen, who is making 
such a commotion that the snake is diverted and 
the doctor can make her way safely to the cabin. 
Dr. Darrow takes great pride, not only in her own 
pioneer days, but in the professional success of 
her grandson, Dr. Kent Darrow of Los Angeles. 
His picture, anonymous of course, appeared recent- 
ly in “Look” magazine where he is the obste- 
trician delivering triplets by Caesarean Section. 
Dr. Anna Darrow adds that he was assisted by 
Dr. Betsey McCracken, so “Hurray for the 
women!” Dr. Darrow has many tales to tell of 
her early days with her complete isolation from 
other women doctors. 


Massachusetts physicians also have their own 
art association, which held an exhibit at the 
Massachusetts Medical Society Annual Meeting. 
Dr. EvizaBeTH KLEINMAN of Jamaica Plain was 
the only woman represented in this exhibit. 


Dr. FroreNce RENA SaBIn received the “Jane 
Addams” medal for distinguished service from 
Rockford College in May. It was presented for 
“untiring achievement” in Colorado Public Health 
work. It has been said that “There isn’t a man 
in the legislature who would tangle with her. She’s 
an atomic bomb. She’s a dynamo.” 


Dr. Cornewia ve Raintz, of Holland, has 
been touring the country as well as studying at 
New York University under a grant from the 
A. A. U. W. She expresses great enthusiasm for 
the work we are doing here. 

Dr. LuUNNETTE Powers was honored by Mus- 
kegon County (Michigan) Medical Society, which 
presented her with a certificate of merit in recog- 
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nition of her fifty years of practice, from which we 
quote in part: “Due to the rather conservative 
viewpoint on morals held by the young ladies of 
that day, it was not considered proper for girls 
to study anatomy in a bi-sexual atmosphere; ac- 
cordingly she enrolled in the Northwestern Uni- 
versity Woman’s Medical School from which she 
was graduated on June 17, 1897 . 

. Her strong devotion to her chosen pro- 
fesion was proven to us during the war when 
she was forever willing to fill in on the emergency 
schedule for any physician out-of-town or other- 
wise occupied. Not enough praise can go to her 
for the many nights she functioned in the emer- 
gency rooms of Hackley and Mercy Hospitals be- 
cause of her desire to do her part in the war effort. 
These efforts seemed not enough to satisfy this 
desire so she kept up a lively correspondence with 
many of the men in service, keeping them in- 
formed of the news and changes at home, while 
adding a few words of cheer to keep up their 
morale. She shall always be remembered for these 
good deeds.” 

A Voice From AustTRALIA 

During the period of Japanese success in the 
war, when large numbers of people were flocking 
to Australia as refugees, The American Women’s 
Hospitals arranged to assist the Australian medi- 
cal women in caring for the sick among them. 
There was a balance in our fund in that country 
and that balance was divided between two hospitals 
staffed by women doctors, one in Sydney and the 
other in Melbourne. As a result of this co- 
operative service, the following letter was recently 
received from San Diego, California: 


Dear Dr. Lovejoy: 


Enclosed is a check toward the American | ° 


Women’s Hospital cause. I’m dropping you a line 
because I thought you might be interested in a 
little incident that occurred last evening. Listening 
to Radio-Australia at 9:30 P.M. (San Diego 
time) over my short wave radio, I heard a woman 
commentator, from Melbourne, tell all about you, 
your work, and the A. W. H. She also told of a 


recent donation to two hospitals in Australia. I’m 


sure you would have been thrilled if you had heard — 


it. I was keenly interested. 
Very sincerely yours, 
(Sgnd) Antoinette Le Marquis 
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Dr. May Beers Linpenrietp, Northwestern 
University Women’s Medical College, 1900, in 
returning her registration card recently, recalls 
that at the time of her graduation it was the 
practice of the State of Michigan to admit grad- 
uates of approved medical schools to the practice 
of medicine upon the presentation of their di- 
plomas and the payment of a registration fee. This 
was done in the case of the men graduating from 
Northwestern University, but the State Board 
insisted that she must take an examination before 
registration. She had already passed an oral ex- 
amination for an interneship in a Chicago Hos- 
pital, but had not “crammed” for the State Board. 
However, she went to Lansing, accompanied by 
her brother, as he and her father felt it was im- 
proper for her to go alone. The examination 
covered twenty-one subjects and lasted four days. 
She passed with an average of 89. Later, it was 
decided that thereafter as long as men were ad- 
mitted to the practice of medicine in Michigan 
upon the presentation of proper credentials, the 
women would be also, the decision being reached 
because of the way in which Dr. Lindenfeld (then 
Dr. Beers) had conducted herself. As one member 
of the Board said, “There is a new dawn in 
medicine.” Dr. Lindenfeld and her husband Mr. 
A. S. Lindenfeld, recently celebrated their fortieth 


wedding anniversary at St. Joseph, Michigan. 


@ 


Theta Chapter of Nu Sigma Phi Sorority was 
reactivated last fall, when Dr. Marion N. Gibbons, 
25, opened her home in University Heights, Ohio, 
for a tea to forty women students and local alum- 
nae of the Western Reserve University School of 
Medicine. The students indicated a desire to re- 
vive the chapter, the last members of which were 
initiated in 1942. The alumnae present pledged 
their assistance. For the current year the officers 
have been: Mary Beth Patterson, ’48, Noble Grand; 
Lois M. Jones, ’48, Vice Grand; and Mary L. 
Feil, ’49, Secretary-Treasurer. 

At a recent meeting, 23 out of 26 women stu- 
dents enrolled in the school were initiated and 
the following officers were elected for 1947-48: 
Lois M. Jones, ’48, Noble Grand; Phoebe Hudson, 
"48, Vice Grand; Nanette Dice, 49, Secretary- 


Treasurer. 


Dr. Dororny Harris of Philadelphia, Wo- 
man’s Medical College ’33, plans to return to 
China, where at Lanchow, she is one of four 
physicians (the only woman) on the staff of the 
Barden Memorial Hospital. Barden Hospital is 
a leprosarium of 80 to 100 beds under the direc- 
tion of the China Inland Mission. Dr. Harris 


visited Carville, Louisiana, to study the effects of 
diasone and promine, the new treatment for lep- 
rosy. She is taking with her 50,000 diasone tablets 
to use with her patients. 

Dr. Caro K. Buck, of London, Ontario, and 

her husband, Dr. Robert Buck, have captured 6 
out of 10 prizes as they graduated from the Uni- 
versity of Western Ontario. They are both mem- 
bers of Alpha Omega Alpha, the honorary medical 
fraternity. Together they have edited a medical 
journal in their last year of college. 


OBITUARIES 


Dr. ErHet Brackwett Rosinson of New 
York, a niece of Dr. Elizabeth and Dr. Emily 
Blackwell, died on July 31, at the home of her 
son in Huntington, Long Island, aged 77 years. 
Dr. Robinson, the daughter of Samuel Blackwell 
and the Rev. Antoinette Brown Blackwell, was 
born in Somerville, New Jersey, was graduated 
from the Massachusetts Institute of Technology in 
1891, did graduate work at Johns Hopkins Uni- 
versity, and received her medical degree from the 
Medical College of the New York Infirmary for 
Women and Children, which was founded by her 
aunts. Later, Dr. Robinson taught at the Col- 
lege, but retired after her marriage to Alfred B. 
Robinson. 


Dr. FroreNce Gitman of Poughkeepsie, New 
York, formerly physician to Radcliffe College, 
Boston, and to Smith College, Poughkeepsie, died 
at her summer home in Meredith, New Hampshire, 
on July 31. Soon after her graduation from Tufts 
College Medical School in 1902, Dr. Gilman 
joined the faculty of Smith College where she 
served for more than fourteen years before going 
to Radcliffe as health consultant in 1924. In 1938 
she resigned as acting head of the Radcliffe De- 
partment of Health Education, and returned to 
Smith College until her retirement. 


Dr. Mary Lypia Hastincs Arnotp Snow, 
wife of the late Dr. William Benham Snow, died 
at her residence, Wyndam, New York, after a 
long illness, on July 11, 1947, aged 79 years. Dr. 
Snow was born in Stockton, California, and re- 
ceived her medical education at the Cooper Medi- 
cal College, San Francisco, from which she was 
graduated in 1897. For many years she practiced 
internal medicine in New York, retiring in 1941. 
She was the author of several books on x-ray and 
static electricity, having been interested, as was 


her husband, in physical therapy. 
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The traditional efforts to escape 
from areas of “high pollen count” 
by plane, car, train or ship may 
frequently be unnecessary. This 
t many people will be 
able to stay at home, or go 
vacationing from preference 
rather than from the necessity 
of escape. The reason is 
BENADRYL. The patient will 
opprectate the facility with which 
this antihistaminic induces relief 
from the symptoms of allergy. 


¢ In most cases, from 25 to 50 mg. 
x are sufficient to produce complete 
symptomatic relief. 

BENADRYL (diphenhydramine 

# hydrochloride) is available in 

3 Kapseals® of 50 mg. each, in 

‘ capsules of 25 mg. each, and 

5 as a palatable elixir containing 


10 mg. in each teaspoonful. 
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cc. flasks 
500 flasks 
5 cc. flasks 
‘or hospitals. 


LITER (1000 cc) 


 AMIGEN 5%. 
“8% DEXTROSE SOLUTION 
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Test No. 
MEAD JOHNSON & CO. 


— 


Like Amigen, Protolysate is an enzymic 
digest of casein and consists of amino 
acids and polypeptides. Like Amigen, 
Protolysate supplies the nitrogen es- 
sential for maintenance, repair and 
growth. 

Unlike Amigen, which may be em- 
‘ployed both orally and parenterally, 
Protolysate is designed only for oral 


use. 


MEAD 


JOHNSON & CO., 


The function of Amigen and Protolysate 
is to supply the amino acids essential, 
for nutrition. Both can be given in place 
of protein when protein cannot be eaten 

or digested, ‘or in addition to pfotein 

when the protein intake is insufficient. | 
Administered in adequate amounts, 


; 


they prevent wastage of protein, restore | 
previous losses, or build up new body | 


4 


protein. 


For Oral Administration 
A dry enzymic digest of casein containing amino 
‘ids and Polypeptides, useful as a source of read- 
lly absorbed food nitrogen when given orally of 
tube, Protolysate is designed for 
in cases requiring predigested protein. 
"ode of administration and the amount ™ 
fiven Should be prescribed by the physiciat 


MEAD JOHNSON & CO. 


EVANSVILLE, IND.. U.S.A. 


_1 tb. cans at drug stores 
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